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A REVIEW OF THREE HUNDRED GENERAL-HOSPITAL PATIENTS 
ADMITTED TO THE BOSTON PSYCHOPATHIC 
HOSPITAL DURING 1937 


Ritey H. Gurnee, M.D.* 


BOSTON 


F 2121 patients admitted to the Boston Psy- 

chopathic Hospital during 1937, 300 came di- 
rectly from general hospitals. This group of pa- 
tients, studied by colleagues in various specialties 
of medicine prior to their admission, presents types 
of problems in which both the general-hospital phy- 
sician and surgeon and the psychiatrist have inter- 
est and for which they share responsibility. A re- 
view of the series shows that these patients do 
not differ widely from most of those referred to 
this hospital from their homes, physicians’ offices 
and the community at large. Psychoses which are 
not directly associated with obvious physical dis- 
ease are being received in general hospitals in in- 
creasing numbers. 

Constitutional, personal and social factors were 
predominant, over half the patients presenting no 
distinct physical disease or defect. The mentally 
sick tend to regard the general hospital as a medi- 
cal center where they may receive treatment and 
advice, as do patients suffering from bodily ail- 
ments. The physician welcomes this attitude, 
which eliminates the unfortunate traditional dis- 
tinction between mental diseases and other forms 
of sickness. 

Of the primary mental disorders referred by the 
general hospitals, conditions characterized by fear 
and depression were the most numerous. Under- 
lying fear may explain the persistence of many 
physical symptoms. The expectation of failure and 
the thought of defeat frequently dominate the 
mental life of a patient when living is complicated 
by physical disease and subsequent hospital disci- 
pline and routine. The internist may trace under- 
lying fears and neutralize them by explanation and 
reassurance; the more intractable cases are referred 
to the psychiatrist. 

The term “mental depression” was used in de- 
scribing the symptomatology of 167 patients (56 per 
cent), and of these 110 (37 per cent) were suicidal. 


*Chief executive officer, Boston Psychopathic Hospital, Boston. 


In many cases suicidal attempts had brought the 
patients to general hospitals or had led to their 
transfer to the Boston Psychopathic Hospital. 
Seventy-five patients had actually made such at- 
tempts prior to their transfer. Suicide is a prob- 
lem of preventive medicine which the psychia- 
trist may help to solve, but only with the assist- 
ance of the general practitioner and of all con- 
structive social and environmental agencies. The 
large number of patients who had attempted sui- 
cide at home prior to their admission to the gen- 
eral hospitals indicates tardy recognition of their 
therapeutic needs. 


Three large groups of depressed patients were 
noteworthy: idiopathic, major depressions, reac- 
tive, situational depressions and depressions symp- 
tomatic of physical disease. Depressions with slow- 
ness of action and thought or states of restless- 
ness and apprehension may represent either idio- 
pathic episodes in constitutionally vulnerable in- 
dividuals or simple reactions to difficult or unpleas- 
ant situations, or they may be concomitants of phys- 
ical disease. In all such cases there is no wide 
gap between these reactions and more serious feel- 
ings of frustration and failure which lead to sui- 
cidal attempts. 

The number of patients in whom neurosyphilis 
and alcoholism were etiologic factors is a challenge 
to preventive medicine and governmental author- 
ity. Syphilis, present in 38 patients, was consid- 
ered of etiologic importance in 28, and had in- 
volved the central nervous system in 22. Some 
cases of neurosyphilis, especially dementia para- 
lytica, were transferred to the Boston Psychopathic 
Hospital because of its special facilities for fever 
therapy and because of difficulty in management 
in a general hospital. The late recognition of 
neurosyphilis in these cases was a prominent fea- 
ture, and relatively few of the patients proved to 
be suitable risks for fever therapy. Impairment 
of the outlook is common, and is due to late rec 
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ognition or to inadequate treatment in the early 
stage. 

The hospital care and treatment of alcoholic pa- 
tients is a growing problem. The statutes of the 
Commonwealth of Massachusetts only provide for 
the care in state hospitals of alcoholic patients 
who have serious mental aberrations, and specif- 
ically exclude cases of drunkenness and delirium 
tremens. In the face of inadequate provisions for 
the care of these two most prevalent types of alco- 
holism, the statutes are not entirely effective and 
present obvious difficulties in enforcement. Delir- 
ium of any type is an urgent problem, an accepted 
medical emergency, which recognizes no statutory 
limitation and demands immediate treatment with 
the best facilities available in the community. Al- 
coholism was a causative factor in 70 (23 per 
cent) of our 300 patients, and of this group 
chronic alcoholism was the direct cause of mental 
symptoms in 38 (13 per cent). 

Numerous cases of other types of organic in- 
volvement of the central nervous system, such as 
cerebral neoplasms and infections with confusion 
and excitement, were received from general hos- 
pitals and required highly skilled and technical 
surgical procedures. The transfer of many pa- 
tients was primarily to meet practical situations 
due to the presence of delirium, suicidal tenden- 
cies, and violent and disturbing behavior. As to 
whether the patient should be cared for in a 
mental hospital or a general hospital, much de- 
pends upon the interest of the attending physician 
and the emphasis which he places on certain as- 
pects of the symptomatology. In either hosvital 
both the somatic and the psychic features of the 
cise must be investigated and treated. 

As to physical findings in the group of patients 
coming from general hospitals, there was leuko- 
cytosis (total white-cell count above 10,000) in 155 
patients (52 per cent); fever (temperature above 
99°F. by mouth) in 132 (44 per cent); and vas- 
cular hypertension (systolic blood pressure above 
140 mm.) in 88 (29 per cent). Fever and leuko- 
cytosis are commonly present at the time of ad- 
mission of excited patients and are sometimes con- 
comitants of dehydration, exposure, exhaustion and 
poor personal hygiene in patients who appear to 
be otherwise physically sound. An elevation of 
systolic blood pressure at the time of admission 
as a result of the accompanying emotional strain is 
not uncommon. 

The largest clinical groups were patients with 
manic-depressive psychoses (46), schizophrenia 
(41), alcoholism (38), psychoneuroses (32), psy- 
choses due to somatic diseases and bacterial toxins 
(32), neurosyphilis (22), psychopathic personality 
(12) and epilepsy (8). Of special interest were 17 
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patients whose psychoses developed within four- 
teen days post partum and 13 patients whose men- 
tal difficulties came on postoperatively. 

Previous attacks of mental illness were recorded 
in 90 (30 per cent) of the 300 cases. One hundred 
and twenty-three patients (41 per cent) were com- 
mitted as insane and 11 died. One hundred and 
sixty-three (54 per cent) improved or recovered. 
The average duration of observation in the hospital 
was eighteen days. 

Attention is directed to the causes of mental dis- 
orders because the success of preventive and thera- 
peutic measures depends to a great extent on an 
understanding of etiologic factors. These occur 
generally in combination, and are rarely bolts 
from the sky or mysterious entities destined to 
assert themselves. A study of etiologic factors in 
this series revealed many important problems and 
situations of interest to the community. The fol- 
lowing sketches from case records illustrate the 
variety of causal factors,— impersonal, personal 
and social,—and in several cases indicate preven- 
tive possibilities. 

Five patients presented mental symptoms as a 
result of cerebral trauma. Of the 2 typical cases 
presented below, the first was purely an incidental 
episode during convalescence, and the second a 
primary behavior disorder in a mentally backward 
child which resulted in multiple injuries and post- 
traumatic mental complications: 


R. M., a 3l-year-old man, had spent 6 weeks in a gen- 
eral hospital after an automobile accident in which he re- 
ceived cerebral concussion. After discharge from the hos- 
pital his symptoms recurred; he became confused and 
violent on the street and was taken to another general 
hospital, where he was restless and violent. He was ac- 
cordingly admitted to the Boston Psychopathic Hospital, 
where his symptoms promptly subsided, and after 6 days 
he was discharged to continue treatment and care for his 
postconcussion syndrome at home. 


J. F., an 11-year-old boy with poor heredity, had fallen 
from a hayloft 9 days previously, was unconscious several 
days following cerebral concussion, and became unman- 
ageable in a general hospital, where he fell from a first- 
story window while confused. He had an intelligence 
quotient of 73, had failed to adjust at home, and was 
rough, untruthful and defiant before his injury. He was 
overactive, noisy, talkative, confused and unco-operative 
in the Boston Psychopathic Hospital. In a fall while 
there he received a fracture of the radius. Roentgeno- 
grams of head indicated convolutional atrophy, especially 
of the occipital region. After 9 days’ observation he 
was committed to another mental hospital for further 
care. 


Seventeen patients in whom childbirth was a 
precipitating factor were transferred from general 
hospitals. In all these cases the onset of the psy- 
chosis occurred within fourteen days post partum. 
They form a heterogeneous group of schizo- 
phrenic, affective and toxic delirious states in 
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which the stresses of pregnancy and the puer- 
perium, with their physiologic and toxic changes, 
in addition to psychologic stresses, had precipi- 
tated a psychosis. In a recent study of a large 
group of puerperal psychoses at the Boston Psy- 
chopathic Hospital, Curtis* found that recovery 
or improvement took place in 66 per cent of the 
cases. The following 4 cases were taken from rep- 
resentative records: 


M. M., a 40-year-old woman, was admitted when she 
was 3 days post partum. During her pregnancy she 
had expressed fear of delivery because of her age. After 
normal delivery she grew apprehensive and believed she 
would not recover, thought she had been poisoned by 
hypodermics, and insisted that her baby was dead. After 
admission to the Boston Psychopathic Hospital she im- 
proved rapidly, lost the delusional ideas expressed in the 
general hospital, and was discharged, recovered, after 10 
days. 

E. C., a 28-year-old woman, was admitted in an excited 
and confused state 18 days after normal labor and deliv- 
ery. The onset of her psychosis occurred 12 days after 
delivery, when she began to have auditory hallucinations, 
thought she was being poisoned, attacked nurses, was 
alternately mute and then noisy, and assumed odd postures 
and attitudes. Her mother had become insane following 
delivery of her last baby and died from an injury received 
when she leaped from a third-story window in a general 
hospital. The patient had a temperature of 100°F. on 
admission; the blood pressure was 140/100 and the white- 
cell count 10,700. Both the mental and the physical con- 
dition showed improvement; there remained, however, 
ominous features in her mental symptomatology and she 
was transferred to another state hospital after 33 days. 


E. W., a 20-year-old, unmarried girl, was admitted in a 
somewhat confused condition 10 days after normal deliv- 
ery. She had become psychotic on the 7th day of the 
puerperium, and was restless and alternately elated and 
tearful. After a courtship of 4 years she had become 
pregnant; the putative father refused to marry her, and she 
reacted with inordinate shame over her condition and 
unrequited love. Without tangible organic or physiologic 
imbalance, her excitement continued, and she was trans- 
ferred to another state hospital after 8 days in the Boston 
Psychopathic Hospital. 


V. T., a 29-year-old woman, physically sound, had been 
studied in two general hospitals during the month previ- 
ous to her admission to the Boston Psychopathic Hospital. 
She had experienced a difficult labor and delivery, after 
which she developed an invalid reaction which culminated 
in somatic delusions, fear of death, anxiety, diarrhea, 
vomiting and rapid pulse. She improved noticeably and 
after 5 days’ care was discharged to attend the outpatient 
clinic. 

Mental symptoms were associated with the 
menopause in 6 patients. Depressions occurring 
at this period of life form the most actively sui- 
cidal group of patients, as illustrated by the fol- 
lowing case: 

J. H., a 45-year-old married woman, had developed can- 
cerphobia with the onset of menopause. In one hospital, 
dilatation and curettage were recommended, which fright- 
ened her. She finally submitted to the operation, but main- 


*Curtis, William B.: personal communication. 
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tained that she had cancer and expressed fear that her 
husband would contract it. Feeling unworthy and de- 
spondent, she slashed both wrists with a razor. Her right 
hand was amputated after the mutilation. After 9 days 
of temporary care in the Boston Psychopathic Hospital 
she was committed for further treatment. 


In 10 cases drugs and other exogenous poisons 
were mentioned as etiologic factors. Here we 
deal with a variety of causes which include per- 
sonal difficulties, constitutional sensitiveness, fam- 
ily stresses, environmental influences, occupational 
hazards and bodily ailments. The following 4 
cases are representative: 


W. M., a 32-year-old, unmarried woman, of poor heredi- 
ty, a registered nurse, was admitted in a confused condi- 
tion as a result of taking alcohol, phenobarbital and bro- 
mides. Her blood bromide was 215 mg. per cent, she was 
ataxic, and her speech was slurring. Her mental and 
physical condition improved under treatment in the hos- 
pital, but after 10 days she was committed to another 
state hospital for further care. 


A. R., a 23-year-old, unmarried man, a heroin addict, 
was admitted having received emergency treatment in a 
general hospital after ingestion of 50 gr. of barbital. He 
had completed 2 years in college. His early life had been 
surrounded with tragic domestic relations. He began 
using heroin when a senior in high school. On two oc- 
casions he had had brief “cures” in hospitals. He had 
come to Boston to take treatment in a friend’s home; the 
drug had been withdrawn only a short time when he took 
the barbital with suicidal intent. While in the Boston Psy- 
chopathic Hospital the patient showed withdrawal symp- 
toms and after 3 days’ treatment was removed by his 
father, who planned to return him to his home state 
where treatment could be continued. 


A. N., a 50-year-old woman, was admitted in stupor. 
Five weeks previously she had fallen at home, was un- 
conscious for a short time, and had subsequent head- 
aches requiring sedation. Eleven days before admission 
she fainted and again complained of headache and was 
restless. After being admitted to a general hospital, 
where fracture of the skull was excluded, she continued 
to require a sedative (15 gr. of triple bromides every 3 
hours). She became drowsy, confused and unco-operative 
and was transferred to the Boston Psychopathic Hospital. 
She was arteriosclerotic and had a blood bromide of 101 
mg. per cent. She gradually cleared and was discharged, 
recovered, after 18 days. Her improvement paralleled 
the elimination of bromides. 


P. F., a 52-year-old painter, a chronic alcoholic, gave a 
history of “painter’s colic” in 1935. On admission he was 
obviously ill, confused, disoriented and mumbling. He 
exhibited jaundice, choreiform movements, low-grade 
fever, moderate leukocytosis and anemia. His abdomen 
was tense and tender. Red cells showed stippling. He 
improved both physically and mentally, but was commit- 
ted for further care and treatment after 10 days. 


Surgical operation was a precipitating factor 
in 13 patients. Here again the prepsychotic per- 
sonality frequently threw light on the nature of 
the mental symptoms. One notes, as contributing 
factors, the effects of anesthesia, of sedative drugs, 
of postoperative infections and toxins, and of 
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other impersonal as well as personal factors. The 
following 3 cases are illustrative: 


M. F., a 50-year-old woman, was admitted 7 days after 
panhysterectomy for a submucous leiomyoma, which had 
caused metrorrhagia and menorrhagia for 8 months. Fol- 
lowing the operation she was confused, experienced audi- 
tory and visual hallucinations, and refused to stay in bed. 
Her hemoglobin was 54 per cent. She improved rapidly, 
but remained amnesic for the days immediately subse- 
quent to her operation, and was discharged, free from 
mental symptoms, after 8 days. 


M. W., a 56-year-old woman, an alcoholic, was admitted 
3 days after a subtotal thyroidectomy for a goiter that had 
caused pressure symptoms. Two days after operation she 
developed delirium, and thought that she was being 
poisoned and that other attempts were being made to 
take her life. She had attempted to jump from a window 
in the general hospital. In the Boston Psychopathic Hos- 
pital her sensorium cleared, and throughout her 10 days 
of hospitalization she was co-operative. She had a low- 
grade fever and rapid heart rate for 2 days; a leukocytosis 
of 18,400 rapidly dropped to normal. 


H. W., a 59-year-old, married woman, childless, with a 
history of two previous periods of depression, was admit- 
ted 18 days after removal of a nonmalignant ovarian tu- 
mor, which the patient believed was a cancer. She had 
become mildly confused and required much sedation. She 
developed a characteristic retarded depression and con- 
sidered suicide. Physically she showed mild vascular 
hypertension, leukocytosis, high spinal-fluid protein, weak- 
ness on convergence, slight right facial weakness and low- 
grade fever for 4 days. She improved but remained in- 
ordinately depressed and after 9 days was committed. 


Syphilis was mentioned as an etiologic factor in 
28 patients; of these, 22 had neurosyphilis. Five 
patients presented psychoneurotic features, chiefly 
phobias and obsessions focused upon their positive 
serological tests, and 1 patient presented a delirium 
associated with syphilitic involvement of | his 
viscera. The following unusual case illustrates 
one of many complicating situations which may 
arise in the course of antisyphilitic therapy: 


J. M., a 43-year-old woman, had been inoculated with 
malaria in a general hospital. At the time of her first 
paroxysm she became confused, noisy and resistive, and 
required restraint. She was transferred to the Boston 
Psychopathic Hospital, where her temperature rose to 
108°F. previous to her death on the day after admission. 
Autopsy revealed coronary sclerosis, aortitis, subarachnoid 
hemorrhages and a pressure cone around the medulla. 


Overindulgence in alcohol was of etiologic im- 
portance in 70 cases, and chronic alcoholism alone 
was responsible for the admission of 38 patients. 
These cases presented symptoms far too complex 
to be explained on a purely pharmacologic basis. 
Alcohol may be resorted to for the relief of anx- 
iety and tension, to improve social contact, to re- 
move inhibitions, to relieve insomnia or to modify 
pain. Addiction to alcohol is itself a problem in 
human behavior, and various complications may 
lead to hospitalization. The following 3 cases il- 
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lustrate the complicating personal situations  in- 
volved: 


J. D., a 38-year-old woman, was admitted after attempt- 
ing to commit suicide by drowning. She had been di 
vorced 15 years previously and had been subject to periods 
of remorsefulness and contrition after orgies of drinking. 
With an increase in frequency of debauches there had 
developed episodes of reactive depression during which 
several serious attempts at suicide had been made. After 
6 days of temporary care she was still inordinately de- 
pressed, and was committed for further care and treat- 
ment. 


C. P., a 32-year-old, married woman, was admitted be- 
cause of misinterpretations and false sensory perceptions, 
especially at night. She had been overconscientious; her 
home environment had been one of rigid discipline and, 
although married, she felt that all sex relations were ab- 
normal. She passed through four normal pregnancies in 
rapid succession. She learned to drink socially with her 
husband and friends. Her oldest child died 2 years be- 
fore the onset of her psychosis. This, together with the 
infidelity of her husband, provoked her to drink alone. 
She presented symptoms of polyneuritis and _pellagra. 
After 10 days in the Boston Psychopathic Hospital she 
was removed to a nursing home by her husband. 


T. C., a 31-year-old marine radio operator, was admitted 
from a general hospital because he expressed paranoid 
delusions, was depressed and somewhat confused and ex- 
perienced auditory hallucinations. Because of a compli- 
cated home situation the patient had grown up to re- 
sent authority and was obstinate, shy and seclusive. He 
had drunk to excess for 5 years. He improved while in 
the hospital, his sensorium cleared in a few days, he de- 
nied the paranoid delusions which he had expressed, and 
after 10 days he was discharged in the custody of relatives. 


Domestic and marital difficulties were precipi- 
tating factors in 40 cases. Here we deal with a 
multiplicity of personal problems which include 
inner conflicts, inadequate mental endowment, con- 
stitutional traits, emotional instability and acquired 
sensitiveness. These problems are closely related 
to the economics of the home, social status and 
early training. More than 150 patients presented 
symptoms which were dependent on a special 
instability of the personality, conditioned by en- 
vironmental influences. The following 2 cases are 
illustrative: 


R. S., a 23-year-old colored woman, was admitted after 
she had been under treatment for 4 days in a general hos- 
pital for an overdose of phenobarbital, which she had taken 
with suicidal intent. She had been separated from her 
husband for 6 months, had him arrested for non-support, 
and had been compelled to apply for welfare aid. At the 
time of admission the patient was screaming as in a tan- 
trum. She was depressed, fearful and apprehensive. 
Her mental condition improved, her husband showed a 
renewed interest in her, and after 9 days she was dis- 
charged in his custody. 


M. D., a 46-year-old foreign-born man, was admitted 
after he had received emergency treatment, having col- 
lapsed on the street. He had been fasting as a protest 
for mistreatment by his wife. He had lived carelessly 
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and unsuccessfully, was known to many social and wel- 
fare agencies, had married a woman of borderline intel- 
ligence, and was himself poorly endowed mentally. He 
was unco-operative and refused to discuss his problems 
with the physician. After 10 days he was committed to 
another mental hospital for further observation. 


Recent bereavement was of etiologic importance 
in 8 patients. Personal tragedies are handled in 
an individual way by every person. Mental de- 
pression is the usual reaction, and may be looked 
upon as normal within certain poorly defined 
limits. The morbid depression which followed the 
death of a relative in the following case seemed 
partly dependent on an extremely unwise upbring- 
ing, with its deep imprint on the personality: 


G. F., a 44-year-old, single man, a college graduate, be- 
came depressed after the death of his 83-year-old mother, 
entertained delusions regarding his gastrointestinal tract, 
and thought his food had been poisoned. He was the 
only child; the father had died in the patient’s early 
childhood. The mother was domineering and suspicious. 
She constantly shielded him and never allowed him to 
leave the home at night. The patient was a successful 
schoolteacher. He became preoccupied with his digestive 
system and received a thorough gastrointestinal examina- 
tion in a general hospital. There he was unco-operative, 
thought of suicide, and was transferred to the Boston 
Psychopathic Hospital. A long period of hospitalization 
was indicated, and after 8 days he was committed to an 
outlying state hospital. 


Disappointment in love was indicated as a pre- 
cipitating factor in 14 patients, usually in associa- 
tion with domestic and other environmental diffi- 
culties. Here again, individual vulnerability was 
an important determining factor in the type of re- 
action presented and in the method by which these 
personal difficulties were handled. The following 
case is illustrative: 

J. R., a 25-year-old, professional man, came to America 
3 months prior to his admission. He was engaged in re- 
search sponsored by a fellowship fund. In America he 
was lonely. Eight days before admission he received 
word of the marriage of his fiancée. In his research labora- 
tory he took powdered strychnine with suicidal intent, 
was sent to a general hospital where he received emer- 
gency treatment, and was transferred to the Boston Psy- 
chopathic Hospital. He was mildly depressed, reacting to 
a concrete, unhappy situation. After 2 days he developed 
fair insight and was discharged in the custody of his 
co-workers. 


Stress involved in adaptation to a new environ- 
ment was considered a precipitating factor in 15 
patients. In most cases these patients were mental- 
ly poorly endowed or prophetic symptoms were 
described prior to the actual break, as in the fol- 
lowing case: 

W. Z., a 17-year-old boy, had been in a CCC camp for 
17 days. He had excellent intellectual endowment but 
had been shy, retiring and seclusive. Soon after entering 


camp he appeared depressed and refused to eat or talk. 
He became apprehensive and entertained delusions that 
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his food contained poison. In the hospital he was un- 
communicative, apathetic and bewildered. After 6 days 
his relatives removed him from the Boston Psychopathic 
Hospital against the advice of the staff. 


Economic worries were causative in 21 patients. 
One is impressed in these patients by the constel- 
lation of etiologic factors. Financial reversals and 
other vicissitudes are important only in the pres- 
ence of constitutional predisposition. The follow- 
ing case is typical: 


D. D., a 23-year-old college graduate, had been seclusive 
and moody. Because of financial reversals he made re- 
peated attempts at suicide; he received treatment in a 
general hospital, where he attempted to jump from a 
second-floor window. While in the Boston Psychopathic 
Hospital he was depressed, agitated and apprehensive and 
entertained religious delusions. He attempted suicide by 
hanging, expressed a desire for homicide, and requested 
that he be restrained. He showed no improvement and 
was committed after 8 days’ temporary care. 


Organic neurologic conditions, other than those 
due to syphilis or epilepsy, were responsible for 
mental symptoms in 7 patients. These included 
cases of brain tumor, encephalitis and meningitis, 
and the patients showed reactions symptomatic of 
structural change in the central nervous system. 
The following is an illustrative case: 


J. B., a 38-year-old man, was admitted after he had 
slashed both wrists and throat in a suicidal attempt and 
had received emergency treatment in a general hospital. 
He had had a progressing case of Parkinson’s syndrome 
for 7 years, following epidemic encephalitis. He was de- 
pressed and harassed by his progressive failure. He was 
ill from loss of blood and wound infection; his left foot 
was cold and slightly discolored and required amputation 
16 days after admission, owing to thrombosis of the leg 
vessels. Repeated transfusions were required, and 2 
months after admission plastic repair of the flexor tendons 
of the left wrist was done. With hyoscine, phenobarbital 
and supportive treatment the patient showed some im- 
provement and was transferred to another state hospital 
after more than 3 months’ care and treatment. 


Physical disease other than infection was respon- 
sible for mental symptoms in 19 patients. These 
conditions included circulatory disturbances, ar- 
teriosclerosis, diabetes, pellagra and other metabolic 
diseases. Financial losses and emotional turmoil 
in a vulnerable individual may have been impor- 
tant in the etiology of diabetes, vascular hyperten- 
sion and subsequent mental symptoms in the fol- 
lowing patient: 


E. M., a 54-year-old man, had been worried over finan- 
cial losses for 2 years. Simultaneously with the onset of 
emotional turmoil it was found that he had diabetes 
mellitus. He neglected treatment, developed diabetic 
acidosis and became confused mentally. After his dia- 
betes was again under control he still exhibited mild con- 
fusion, depression and anxiety, and had delusions of sin 
and hypochondriacal ideas which were in keeping with 
his mood. He presented fine tremors, glycosuria, a blood 
sugar of 233 mg. per cent, a white-cell count of 18,200 
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and vascular hypertension. He showed no appreciable 
mental improvement and was committed to another state 
hospital after 9 days. 


Four patients presented problems associated 
with mental deficiency. The following case repre- 
sents an acute mental episode in a girl of inferior 
intelligence which occurred while under the stress 
of general-hospital discipline: 


L. W., an ll-year-old girl, came from a contagious 
hospital where she had been confined with measles. There 
she tried to escape, was destructive, and had to be re- 
strained in bed. She was a moron (I.Q. 61). She had 
been “nervous” for 1 year, and relatives related that her 
condition had been aggravated by sexual handling by an 
elderly man. She was aggressive, overactive and appre- 
hensive, insisting that she be permitted to return home. 
She improved during 9 days’ hospital care and was dis- 
charged in custody of the Family Welfare Society. 


Eight epileptic patients had been in general hos- 
pitals for emergency treatment before admission 
to the Boston Psychopathic Hospital. In such 
patients repeated hospital admissions frequently 
occur, many adjusting at home in the interim. 
The following case illustrates the necessity for hy- 
gienic living and proper supervision: 


A.T., a 28-year-old, epileptic woman, was found 
wandering about the streets in a confused manner and 
was taken to a local hospital, from which she was trans- 
ferred to the Boston Psychopathic Hospital. The history 
indicated that the patient had been a behavior problem 
and had been drinking excessively. She had been sub- 
ject to petit-mal epilepsy since 7 years of age, but in re- 
cent weeks, while indulging in alcohol, she had developed 
grand-mal attacks which culminated in mental confusion. 
She had one severe convulsion after admission and was 
confused and apprehensive for several hours. She was 
found to have marked vascular hypertension. She was 
permitted to return to her home in another state, accom- 
panied by her parents, after 2 days. 


In 31 patients no etiologic factors were specified. 
In some mental patients the evolution of per- 
sonality and the development of psychotic symp- 
toms are more or less understandable even though 
no specific causative factors are known, as the 
following case illustrates: 


B. G., a 53-year-old single woman, was admitted after 
study in a general hospital. She had been a thrifty, 
meticulous and secretive person who held one position for 
18 years and avoided members of the opposite sex. She 
had gradually lost interest in her work and personal ap- 
pearance, was infatuated with a boy, aged 21, who lived 
in the neighborhood, and described telepathic sex ex- 
periences with him. She felt that her employer was 
hostile to her. There was no improvement in her mental 
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condition, and she was committed after 10 days of 
temporary care. 


SUMMARY 


Three hundred cases transferred from general 
hospitals to the Boston Psychopathic Hospital dur- 
ing 1937 are reviewed. They present a wide va- 
riety of interesting problems in general psycho- 
pathologic conditions and especially in symp- 
tomatic psychoses. More than half the patients 
had no definite physical disease or defect. 


Mental depression and fear were among the 
most frequent symptoms. Suicidal tendencies 
were present in 110 patients (37 per cent) and sui- 
cidal attempts had been made by 75 (25 per cent). 
Previous mental illness was recorded in 90 pa- 
tients (30 per cent). 


Positive physical findings included leukocytosis 
(white-cell count above 10,000) in 155 patients (52 
per cent), fever (temperature above 99°F. by 
mouth) in 132 (44 per cent), and vascular hyper- 
tension (systolic blood pressure above 140 mm.) in 
88 (29 per cent). 

The most frequent diagnoses were manic- 
depressive psychoses (46), schizophrenia (41), alco- 
holism (38), psychoneuroses (32), psychoses due to 
somatic diseases and bacterial toxins (32), neuro- 
syphilis (22), psychopathic personality (12) and 
epilepsy (8). There were 17 patients in whom the 
onset of psychosis occurred within fourteen days 
post partum and 13 patients whose mental difh- 
culties developed postoperatively. 

Improvement or recovery occurred in 163 pa- 
tients (54 per cent). One hundred and twenty- 
three patients (41 per cent) were committed as 
insane, and 11 died. The average duration of ob- 
servation in the hospital was eighteen days. 

Important etiologic factors were alcoholism in 
70 patients (23 per cent), domestic difficulties in 
40 (13 per cent), somatic disease (not syphilitic) 
in 32 (10 per cent), syphilis in 28 (9 per cent), 
economic worries in 21 (7 per cent), childbirth in 
17 (6 per cent), change of environment in 15 
(5 per cent), disappointment in love in 14 (5 per 
cent), surgical operation in 13 (4 per cent), organic 
brain disease (not syphilitic) in 13 (4 per cent), 
drugs and chemical poisons in 10 (3 per cent), be- 
reavement in 8 (3 per cent), menopause in 6 
(2 per cent), cerebral trauma in 5 (2 per cent) and 
mental deficiency in 4 (1 per cent). 

Several reports of illustrative cases are presented. 
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MECHANICAL OBSTRUCTION OF THE SMALL INTESTINE 


Clinical Evidence Against Constipation as a Uniformly 
Reliable Guide in the Diagnosis 


Jacos Fine, M.D.* 


BOSTON 


N° special competence is required to make the 
diagnosis of intestinal obstruction when the 
classical clinical picture of colic, vomiting, constipa- 
tion and distention is present. The astuteness of 
the diagnostician lies in his ability to recognize the 
process when one or more of these features are 
absent. In this respect obstruction of the small 
intestine, even more than of the colon, may be so 
treacherous that the surgeon, alive to the possibility 
of its presence, may nevertheless fail to detect it 
in time for proper treatment. 

Several cases are herewith reported to show the 
danger of insisting on the presence of constipation 
as vital evidence for the diagnosis of obstruction 


of the small intestine. 


Case 1. B. M. (BIH No. 35704), a 44-year-old man, 
4 days before entering the hospital developed a sore throat, 
malaise and slight fever, but continued to work. Two days 
before entry he was slightly nauseated and took castor oil. 
Severe diarrhea followed. That evening he had a chill 
and a temperature of 103° F, Examination of the abdo- 
men at that time was entirely negative, and persistent 
questioning failed to elicit the presence of abdominal pain 
prior to the onset of the diarrhea. On the morning of 
admission he suddenly grew worse, and entered the hos- 
pital almost in extremis, with temperature 105° F., pulse 
120, respirations 25, white-cell count 13,400, hemoglobin 
90 per cent and red-cell count 5,250,000. Examination 
showed Hippocratic facies, severe tympanites and moderate 
generalized spasm of the abdominal muscles. There was 
no pain or tenderness anywhere in the abdomen, and 
rectal examination was negative. A diagnosis of general- 
ized peritonitis was made, the source not being determined. 
The history suggested a metastatic streptococcal infection 
rather than appendicitis. The patient was much too sick 
for surgical intervention. 

Symptomatic treatment was given for the next 2 days, 
with some improvement. The patient demanded and 
retained fluids in large quantity even though he vomited 
several times. An inlying Levin tube with suction did not 
alleviate the distention, which was attributed to paralytic 
ileus from peritonitis. Frothy profuse diarrhea continued. 
Three days after entry localizing signs in the right lower 
quadrant led to drainage of a colon-bacillus abscess, under 
local anesthesia. The appendix was felt in the center 
of the abscess but was not removed. The morning follow- 
ing drainage of the abscess the patient took toast and coffee 
with relish, but the distention, fever and tachycardia per- 
sisted. He coughed up mucopurulent phlegm and showed 
signs of consolidation in the right lower lobe. Because 
he had been passing gas and copious liquid stools and 
was able to retain fluids, which he took avidly, and because 


From the Department of Surgery, Beth Israel Hospital, Boston. 


*Associate in surgery, Harvard Medical School; visiting surgeon, Beth 
Israel Hospital. 


of the absence of pain of any sort, mechanical obstruction 
was not considered present. In order to counteract the 
effects of the distention, an atmosphere of 95 per cent 
oxygen was maintained by means of a tent, and extremely 
satisfactory deflation was obtained at the end of 48 hours 
of intermittent administration.!. During this period the 
in-lying Levin tube returned considerable quantities of 
fluid, and copious gas and liquid fecal evacuations per 
rectum continued. Drainage from the abscess cavity was 
profuse, and he discharged 10 oz. of liquid feces shortly 
after the oxygen tent was removed. Following this, dis- 
tention and stasis of gastric contents gradually returned. 

A diagnosis of mechanical obstruction was then made, 
in spite of continued profuse discharge of semi-soft feces 
and gas per rectum. Enterostomy was performed. At 
operation the coils of small intestine were thin, dilated and 
adherent to one another. When the clamp on the enteros- 
tomy tube was released large amounts of gas and fluid 
escaped under pressure. The patient did not improve 
in spite of complete disappearance of distention and diar- 
rhea and died 48 hours later. Autopsy showed generalized 
peritonitis with free pus in the right upper quadrant, 
a large walled-off abscess over the lateral convexity of the 
right lobe of the liver, a perforated gangrenous appendix 
in the center of the walled-off abscess cavity adjacent to the 
rectosigmoid, and an enterostomy 90 cm. proximal to a 
complete kink in the ileum which was about 30 cm. from 
the ileocecal valve. 


Comment. The diarrhea in this case was proba- 
bly due to irritation of the rectosigmoid by the ad- 
jacent inflammatory process, although repeated 
rectal examinations during life did not disclose a 
pelvic abscess. Perhaps the conjecture is permis- 
sible, in view of Olivecrona’s® experimental stud- 
ies, that peristalsis was sufficiently strong even in 
the presence of peritonitis to force retained fluids 
past the kink in the ileum. Such a mechanism 
may not be expected as much when the block is 
intrinsic as when it is due to a kink or an extrinsic 
mass. Although recovery might not have occurred 
in any case, it was seriously hindered by failure 
to recognize and treat the mechanical obstruction 
earlier. The frequent rectal discharges of gas and 
semi-formed stools were misleading. 


Case 2. R. D. (BIH No. 33950), a married woman, 54 
years old at the time of her last admission in November, 
1936, was operated on in 1917 at the Boston City Hospital 
for right-upper-quadrant pain and jaundice. Acute pan- 
creatitis and cholelithiasis were found and cholecystotomy 
was done. She was gravely il! during the subsequent 
6 weeks, but slowiy recovered. She entered this hospital 
in 1929 with a 3-year history of intermittent attacks of 
sudden severe right-upper-quadrant pain, radiating to the 
epigastrium, right shoulder and right flank, and accom- 





panied by low substernal pressure, dyspnea, nausea, vomit- 
ing and gastric eructations. The seizures were often pre- 
cipitated by taking food. Constipation and occasional 
diarrhea also occurred. 

One year before entry, while at another hospital for 
metrorrhagia, laparotomy was performed. Exploration 
revealed an apparently normal pylorus, a soft, thin-walled 
gall bladder and a small right ovarian cyst. Both tubes, 
the right ovary and the appendix were removed. Before 
discharge a gastrointestinal series was reported negative, 
but the patient continued to complain of epigastric dis- 
tress. 

During her stay in the Beth Israel Hospital in 1929 
a Graham test showed no filling of the gall bladder. 
A bismuth series was negative except for an irregular 
pylorus and a substantial 6-hour gastric residue. Because 
her symptoms were not clearly explained by these findings 
and because of numerous other complaints involving nearly 
every other system, she was discharged with the diagnoses 
of psychoneurosis, hypertension and chronic cholecystitis 
and remained well for 3 years. 


In 1932 she re-entered the hospital because of a recur- 
rence of the symptoms of epigastric pain, substernal dis- 
tress, nausea and vomiting for several days. During this 
time the bowels had been moving almost every day. On 
admission physical examination showed generalized upper 
abdominal tenderness, but no new findings were disclosed 
except that the Graham test showed a normal gall bladder. 
Her condition cleared up promptly, and she was discharged 
with the diagnoses of intestinal adhesions, psychoneurosis 
and hypertension. 

In August, 1936, she returned with a complaint of sud- 
den substernai pain and severe nausea of 12 hours’ dura- 
tion, during which time she brought up several mouthfuls 
of blood, although she could not say whether this blood 
was coughed up or vomited. Similar, less severe attacks 
had occurred during the previous 3 years, but no abnor- 
mality of the stools was noted except for increasing con- 
stipation. Chest plates revealed a healed left apical lesion. 
The bleeding was explained on the basis of a small dia- 
phragmatic hernia to which all the symptoms were now 
attributed. The abdomen was negative. The epigastric 
distress and sour eructations subsided in a few days. The 
patient left the hospital somewhat improved, but returned 
3 months later having had similar attacks every few 
weeks. 

Upon this final admission she was acutely ill, retching 
and vomiting almost continuously and writhing in bed 
with continuous right-upper-quadrant and epigastric pain, 
which had lasted 3 days. She was dehydrated and could 
not retain fluids. There had been no change in bowel 
habits. The abdomen showed generalized tenderness, 
especially in the right upper quadrant, but was otherwise 
not remarkable. She passed a normal formed stool 2 days 
after entry. Exploration for diaphragmatic hernia was 
decided upon. Before operation the temperature, pulse 
and respirations were normal. Laparotomy disclosed a 
generalized peritonitis due to a perforation of the mid- 
jejunum, just above a ring of constriction in a coil which 
was firmly adherent to the posterior parietal wall above 
and to the left of the brim of the pelvis. Below the con- 
stricting ring the intestine was shrunken and collapsed; 
above, it was dilated and edematous. Just above the ring 
the wall of the bowel showed hemorrhagic extravasation 
characteristic of strangulation. After the perforation was 
sutured the color of the damaged loop improved. Enteros- 
tomy was done and the abdomen was closed with drainage. 
The patient died on the following day. Autopsy confirmed 
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the findings mentioned above; the diaphragmatic hernia 
was incidental and unrelated to the main disturbance. 


Comment. This is a case in which recovery 
from an acute pancreatitis was followed intermit- 
tently, after a silent interval of ten years, by at- 
tacks of epigastric and substernal pain, nausea, 
vomiting and hematemesis, but in which the cor- 
rect diagnosis of intestinal obstruction was not 
made until operation was done the day before the 
patient died. She had had seven hospital admis- 
sions in four different hospitals for the same com- 
plaint, but the diagnosis of intestinal obstruction 
had never even been suggested. She had had nu- 
merous gastrointestinal x-ray examinations, all of 
which failed to locate the source of the trouble. 
The bleeding was variously ascribed to a question- 
able left apical tuberculous lesion and to a dia- 
phragmatic hernia. The nausea and vomiting 
were at times attributed to a chronic cholecystitis 
and at others to intestinal adhesions and psycho- 
neurosis. One exploratory laparotomy did not dis- 
close the source of the trouble. 

Distention had never been a feature of the clin- 
ical picture because the obstruction was high in the 
small intestine. The woman had spoken of in- 
creasing constipation and occasional diarrhea, but 
not once in all her attacks in and outside the hos- 
pitals was constipation significant or persistent 
enough to have earned more than passing notice 
by the patient or the attending physicians. The 
signs of high intestinal obstruction were there ex- 
cept for persistent constipation. The hematemesis 
and the location of the pain were confusing, but 
might not have constituted a serious stumbling 
block in the diagnosis had her many observers 
been alive to the fact that constipation is not a 
sine qua non of obstruction in the small intestine. 


Case 3. H. P. (BIH No. 20011), a 58-year-old man, 
with a past history of asthma, bilateral pulmonary tuber- 
culosis, angina pectoris, coronary sclerosis and duodenal 
ulcer, was suddenly seized, 48 hours before entry, with 
severe colicky epigastric pain, which soon shifted to the 
lower abdomen and was shortly followed by nausea and 
vomiting. The temperature rapidly rose to 103° F.. and 
he had a severe chill. The bowels had not moved, in spite 
of repeated enemas, from the onset of the pain until he 
entered the hospital. 

Physical examination on admission showed a very sick 
man with a distended spastic abdomen. Tenderness was 
most marked at McBurney’s point. He was immediately 
explored through a right rectus incision and a gangrenous 
appendix was removed. Regional peritonitis was found, 
and drains were placed in the right lateral gutter and 
in the pelvis. After 4 postoperative days on an Ochsner 
regime his temperature and pulse slowly subsided but 
distention persisted. During this period he passed no gas 
or feces per rectum. Peripheral edema and jaundice 
appeared. Enemas which had been given twice a day 
finally produced slight gas and fecal returns on the 5th 
and 6th days and two large liquid stools on the 7th day. 
Asthmatic breathing, bronchopneumonia, cardiac irregu- 
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larity and deepening jaundice were noted on the 7th post- 
operative day, but the distention had lessened following 
gastric lavage and the two liquid bowel evacuations. On 
the 8th postoperative day a visiting surgeon made the fol- 
lowing note: “Examination of the wound today suggests 
impending rupture. His jaundice, which seems to be 
deeper, is probably due to a hepatitis from a low-grade 
pylephlebitis. The distention may be due to an obstruc- 
tion at the site of operation. Since he is passing gas inter- 
mittently and had two liquid stools yesterday it is unwise 
to subject him to any operative relief for possible obstruc- 
tion in view of his precarious condition. He should 
continue to be treated with gastric suction and oxygen.” 
Death occurred the next day. Autopsy showed complete 
obstruction of the ileum in the region of the sacral prom- 
ontory, where an abscess had become walled off by several 
coils of small intestine. The large intestine was filled 
with rather well-formed fecal material, especially in the 
descending colon and rectum. 


Comment. This is a typicat case in which post- 
operative ileus was treated conservatively because 
the choice between peritonitis and mechanical ob- 
struction as an explanation for the ileus was not 
unequivocally settled by the course of the disease. 
Because enemas finally produced occasional gas 
and fecal returns, surgical intervention was avoided 
until the patient’s condition precluded it. 


DISCUSSION 


The diagnosis of mechanical obstruction of the 
small intestine is extremely simple when all the 
characteristic signs and symptoms are present. But 
there are few gastrointestinal conditions which can 
be more perplexing in the presence of an atypical 
group of symptoms. The vagaries of this disease 
in the small intestine are due in part to the fact 
that the contents of the small intestine are fluid, so 
that a strong peristaltic wave may, by forcing a tiny 
corridor at the site of obstruction, deliver sufficient 
material to the colon to permit an evacuation now 
and then. For this reason constipation is not so 
constant a finding as is customarily supposed. To 
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place complete reliance on the presence or absence 
of this sign in the diagnosis of obstruction of the 
small intestine is not to realize that an occasional 
bowel evacuation, and particularly a liquid stool, 
may in fact only mean that while some degree of 
decompression is taking place, the damage is none 
the less approaching an irreversible stage. 

In the ileus of peritonitis and in postoperative 
ileus there is a tendency among surgeons to adopt 
conservative measures in the hope that the ileus is 
functional, or that if mechanical it will subside 
spontaneously. Among the important signposts of 
a subsiding obstruction are the cessation of nausea 
and vomiting and the evacuation by rectum of gas 
or, better, of a liquid or formed stool. Failure to 
make the diagnosis of mechanical obstruction of 
the small intestine, or delay in surgical interven- 
tion once the diagnosis is made, primarily on the 
ground that some feces and flatus are being passed, 
may result in disaster. 


SUMMARY AND CONCLUSIONS 


Three fatal cases of mechanical obstruction of 
the small intestine are reported, in all of which 
death was either directly due to or rendered more 
certain by the failure to make the diagnosis suffi- 
ciently early. This failure was in part ascribable 
to a slavish reliance on the absence of constipation 
as a guide in the diagnosis. 

Constipation is not a constant sign in mechanical 
obstruction of the small intestine. Flatus and 
feces, particularly liquid feces, may be passed fre- 
quently in spite of the presence of a_ well- 
established obstruction. 

330 Brookline Avenue, Boston. 
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THE PROSTIGMIN TEST IN MYASTHENIA GRAVIS 
Third Report 
Rosert S. Scuwas, M.D.,* anp Henry R. Viets, M.D.t 


BOSTON 


N 1935, Viets and Schwab’ proposed the use 

of Prostigmint as a test for myasthenia gravis 
and a year later Viets and Mitchell’ reported upon 
the value of the test when used on 45 patients, 
18 of whom they considered as having myasthenia 
gravis. The test has now been used, with some 
modifications, for over three years. The present 
report covers a summary of our experiences dur- 
ing this period, a description of the test as now 
used, and a note regarding other tests for my- 
asthenia gravis. 

Briefly, the effect of Prostigmin on myasthenia 
gravis was first noted by Walker® in 1934. Sub- 
sequently many reports have been published verify- 
ing her observations. This literature has been 
summarized by Viets and Schwab,* Viets, Mit- 
chell and Schwab,* and others. These effects, 
so pronounced in myasthenia gravis and so slight 
in other diseases, were then used as the basis 
for a test of the disease; no response or a slight 
response being considered as not indicating my- 
asthenia gravis. To obtain unmistakable improve- 
ment in the signs of the disease in an adult it was 
found that as much as 3 cc. of Prostigmin in a 
1:2000 solution was necessary, injected subcuta- 
neously. Lesser doses gave partial or inconclusive 
responses, and as a result, a few patients were 
subsequently shown to have been incorrectly diag- 
nosed. One such was allowed to go without the 
benefits of oral Prostigmin for a number of 
months. The reports of treatment by the oral 
use of the drug* are so good that delay in diag- 
nosis due to faulty technic in carrying out the test 
is to be avoided. 


PREVIOUS FORMS OF THE PROSTIGMIN TEST 


As the test was first used in April, 1935, 3 cc. of 
Prostigmin, 1:2000, with 1/100 gr. of atropine 
sulfate, was injected subcutaneously and _ later 
intramuscularly. The drug is put up in 1 cc. 
ampules, each containing 0.5 mg. of Prostigmin. 
A lesser dosage than 1.5 mg., or three ampules, 
was found to give inconclusive results. A slightly 


From the Neurological Department, Massachusetts General Hospital. 


*Assistant in neurology, Harvard Medical School, Boston; assistant in 
neurology, Massachusetts General Hospital, Boston. 


tAssociate in neurology, Harvard Medical School, Boston; assistant neu- 
rologist, Massachusetts General Hospital, Boston. 

tProstigmine methylsulfate. Manufactured as Ampuls Prostigmin Methyl- 
sulfate, 1:2000, 1 cc., by Hoffmann-LaRoche, Incorporated, Nutley, New 
Jersey, to whom we are indebted for a supply of the drug for research 
purposes. Prostigmin Bromide Tablets, 0.015 em., are for oral use. 
(J. A. M. A. 111:323, 1938.) 


more prompt response was noted with intramus- 
cular injection. Atropine sulfate was given to over- 
come or modify the abdominal discomfort caused, 
in some patients, by the stimulating effect of the 
Prostigmin on the intestines. With atropine this 
action, if present, is lessened, and the atropine ap- 
pears not to affect the test adversely. 


The injection was followed by a period of ob- 
servation. In a positive case, objective improve- 
ment was noted in the ophthalmoplegia, facial 
paralysis, dysphagia or dysarthria, weakness of the 
neck muscles, or general weakness, as estimated 
by grip, raising the arms above the head, standing 
or walking. Lessening in the fatigability of the 
knee-jerk was observable in positive cases, and 
occasionally the Jolly faradic stimulation reactions 
were noted to be less pronounced. The most defi- 
nite observations were made by use of the myo- 
graph. For a simple test, however, usable in the 
clinic or home, the records were limited to the 
results as recorded by the eye. 


In addition to the above, consisting in improved 
use of the patient’s musculature, a feeling of well- 
being and the normal display of emotions were 
striking features of the Prostigmin test. Patients 
responding favorably moved about, smiled and 
laughed, joked and winked, and readily assumed 
an appearance of freedom from malaise (if such 
were their nature) that was so marked that some 
attempt at recording these results in a scientific 
manner was instituted almost at once. A diag- 
nostic schema was devised by one of us (R. S. S.), 
which has proved useful, although it has had to be 
modified frequently. At first, observation periods 
of ten, twenty and forty minutes and one, two and 
three hours were used; the subjective, general and 
local improvement, if any, was noted on a scale 
of 0 to 4. A “perfect” response (100 per cent 
recovery in ten minutes, maintained throughout the 
period of observation) would have given a total 
score of 72 on this arbitrary scale. Such a score 
was never obtained. “Positive” cases gave scores 
of 55, 49, 49, 47 and 36; “negative” cases, 2, 7, 6 
and 4.* 

During the second year of work with the test, 
it was simplified. The general and local objective 
signs were put in one table. The time of observa- 
tion, however, was extended to eight hours. Then 
the total score gave a possible 56 points. The aver- 
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age test, with the new scale, on patients with 
myasthenia gravis gave a score of 30.’ Further 
modifications of the test are noted below. 


OTHER REPORTS ON THE DIAGNOSIS OF MYASTHENIA 
GRAVIS WITH PROSTIGMIN 


Harvey and Whitehill,’ using the test without 
scoring the results, found it of value in the diag- 
nosis of 9 cases of myasthenia gravis. The im- 
provement was striking and immediate. The 
test was negative in thirteen other conditions. 
These authors conservatively stated: “Prostigmin 
seems to be of value in the diagnosis of myasthenia 
gravis.” Thorner and Yaskin® found the test to 
be reliable as a diagnostic procedure. Gammon 
and Scheie’ used the test in 4 cases of myas- 
thenia gravis, 10 cases of other diseases and 8 
normal persons. They report: “Prostigmin ap- 
pears specific for myasthenic weakness, since it re- 
lieves no other condition so far examined.” They 
emphasized that a large dose (1.5 to 2 mg.) of 
Prostigmin should be used for the test and esti- 
mated their results by having the patient blow up 
a column of mercury. The effect wore off in 
about four hours, a figure that has been reported 
by most observers. In no disease except myasthenia 
gravis was the test “positive.” Harvey and White- 
hill® used quinine sulfate, 0.6 gm. four times a 
day, to increase the symptoms in an obscure case 
with an equivocal Prostigmin test. After the pa- 
tient became worse, the Prostigmin test was posi- 
tive and the diagnosis unmistakable. Laruelle, 
Massion-Verniory and Moldaver® have also used the 
test successfully. 


PRESENT STATUS OF THE PROSTIGMIN TEST 


In clinic and office practice the long period of 
observation formerly used by us is both impractical 
and unnecessary. We have therefore modified the 
test so that it can be completed in one hour. 

The exact order of the test as now carried out 
is as follows: 


1. Determine the best objective symptom for 
evidence of improvement; for example, degree 
of ptosis, ability in swallowing, talking or 
moving face, or muscular strength as measured 
by ergograph or dynamometer. 


2. Inject intramuscularly 3 cc. (three 1 cc. am- 
pules) Prostigmin to which 1/100 gr. of 
atropine sulfate has been added. 


Note time of injection. 


4. At ten-minute intervals for an hour note in 
first column the degree of objective improve- 
ment, grading as follows: 


MYASTHENIA GRAVIS — 
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0 —no improvement ‘. 
1—slight improvement ‘ 
2— moderate improvement 

3— considerable improvement 

4 — complete or marked improvement 


In second column, using same grading, note 
patient’s subjective opinion of the improve- 
ment, giving value to general feeling of well- 
being. 

5. Add up the two columns and obtain the total 
score. The maximum score is 48. 


If the total value is less than 8, the test is nega- 
tive, and it is extremely unlikely that the patient 
has myasthenia gravis (Table 1). 








Table 1. Negative Test. 
TIME IN OBJECTIVE SUBJECTIVE 
MINUTES IMPROVEMENT IMPROVEMENT 
10 0 0 
20 0 Y, 
30 0 1 
40 1 0 
50 0 0 
0 0 0 
1 1% Total 2, 





Diagnosis: progressive bulbar palsy. 


If the total value is 8 to 18, the test is doubtful, 
and it should be repeated, or a therapeutic trial of 
oral Prostigmin tried. 

If the score is over 17 (18 to 48), the test is posi- 
tive. This is presumptive evidence of the diagnosis 
of myasthenia gravis (Table 2). 


Table 2. Positive Test. 














TIME IN OBJECTIVE SUBJECTIVE 
MINUTES IMPROVEMENT IMPROVEMENT 
10 2 2 
20 4 a 
30 + 4 
40 - 4 
50 3 4 
60 3 3 
20 21 Total 41 





Diagnosis: myasthenia gravis. 


In general, the two columns are very similar and 
parallel each other to a striking degree. In hyster- 
ical or highly suggestible psychoneurotic patients 
this agreement disappears and the objective score 
is close to zero with the high value only in the sub- 
jective column. In such patients there should be no 
difficulty in recognizing this type of false positive 
test (Table 3). 

The test has been used in 35 cases of myasthenia 
gravis, with a score of 25 or more. No patient 
with myasthenia gravis gave a negative test. In 
10 the tests were repeated with practically no change 
in the scores. Due to the marked change in symp- 
toms of patients with myasthenia gravis after the 
Prostigmin injection, some observers feel that the 
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need of scoring by making several observations is 
unnecessary. This is true, perhaps, in three fourths 
of the myasthenia cases, but in the non-myasthenic 
group, particularly in chronic patients, suggestion 
plays a large part and they may score high enough 
on the subjective symptoms to make the diagnosis 


Table 3. False Positive. 











TIME IN OBJECTIVE SUBJECTIVE 
MINUTES IMPROVEMENT IMPROVEMENT 

10 0 2 

20 0 3 

30 0 3 

40 0 3 

50 0 3 

60 0 2 

0 16 Total 16 





Diagnoses: progressive muscular dystrophy; psychoneurosis 


of myasthenia possible unless several tests are 
made. Since the test can be completed in an hour, 
and since it requires no elaborate apparatus, we feel 
that the formula here suggested is so simple that 
any physician can easily make five or six separate 
observations during the hour. 


SUPPLEMENTARY DIAGNOSTIC TESTS 


The Jolly reactions consist of the demonstration 
of rapid fatigue of a muscle resulting from repeated 
stimulation. The test is valuable if there is a con- 
venient muscle to test. It cannot be used for ptosis, 
diplopia, dysarthria or dysphagia, all common 
symptoms of myasthenia gravis. 

Electromyographic and ergographic studies give 
the most positive tests for the disease. They re- 
quire laboratory apparatus and are not suitable for 
ordinary office or clinic practice. 

The use of oral Prostigmin may be tried as a 
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therapeutic test. This has proved of value in cases 
where the ordinary test could not be given. 


DISEASES SIMULATING MYASTHENIA GRAVIS BUT 
GIVING NEGATIVE PROSTIGMIN TESTS 


Patients with the following diseases have been: 
tested with the Prostigmin test: progressive mus- 
cular dystrophy, 12 cases; progressive muscular 
atrophy, 9 cases; psychoneuroses and fatigue states, 
8 cases; multiple sclerosis, 4 cases; tabes dorsalis 
with ptosis, 3 cases; poliomyelitis, 3 cases; con- 
genital cranial-nerve palsies, 5 cases; postencepha- 
litic parkinsonism, 4 cases; cranial aneurysms, 3 
cases; miscellaneous conditions, 17 cases. In ali 68 
cases, the scores have been under 10, and in many, 0. 

CONCLUSIONS 

The Prostigmin test has been modified to make 
it more easily performed. 

It has been of considerable value in the diagnosis 


of the more obscure types of myasthenia gravis. 
In no other disease has a positive test been found. 
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TRAUMATIC RUPTURE OF THE THORACIC AORTA 


Report of a Case 


Joseph O. Cottins, M.D.,* anp Cuartes M. D’AtEssio, M.D.t 


WATERBURY, CONNECTICUT 


ON of the most unusual sequelae of crushing 
injuries to the chest is rupture of the thoracic 
aorta. In reviewing the literature of the past ten 
years, we have found only 5 such cases reported. 
Few authors make mention of this condition be- 
cause of its rarity, and when it is present its diag- 
nosis is most difficult. 


The syndrome of rupture of the aorta follow- 
ing trauma is one of surgical shock, but meas- 
ures of combating shock and supporting the cir- 
culation are fruitless. In an attempt to make a 
diagnosis, injuries elsewhere may be misleading, 
especially if an improper examination is made. 
Injuries such as a blow on the back by a large mass 
of falling earth, a blow on the chest by a frag- 
ment of broken stone, a flywheel or a flat dive :nto 
water from a great height have been known to 
produce rupture of the aorta." A case is also 
known in which such rupture was caused by be- 
ing pinned between two automobiles.’ It is thought 
that in any case the blow is received at the be- 
ginning of diastole, for the aorta is then com- 
pletely distended with blood.’ 


CASE REPORT 


C. W., a 73-year-old man, was admitted to the emer- 
gency room of St. Mary’s Hospital on November 17, 
1937, shortly after being struck by a car. The patient was 
dazed but conscious. Immediate physical examination re- 
vealed the patient to be in moderate shock. The pulse 
was of fair quality but rapid. There were found a com- 
pound fracture of both bones of the left leg, a simple but 
complete fracture of the right femur, severe contusions 
and abrasions of both knees and a contusion of the right 
elbow. 

Morphine (gr. %) was given, and the compound frac- 
ture wound was cleansed. Attempts were made to re- 
duce this fracture, but the patient’s respirations became 
of the Cheyne-Stokes type, the pulse was not palpable, and 
death occurred 20 minutes after admission. The clini- 
cal diagnosis was surgical shock complicating fractures. 

Autopsy. The body was that of an adult, white male 
apparently about 65 years of age, well developed and well 
nourished. The head and neck were not remarkable. 
There was a slight contusion on the right elbow. There 


*Pathologist, St. Mary's Hospital, Waterbury, Conn. 
tHouse physician, St. Mary's Hospital, Waterbury, Conn. 


were no visible contusions about the chest. There were 
contusions and abrasions about the knee, a fracture of the 
right femur with moderate distortion and a compound, 
comminuted fracture of the left tibia and fibula at about 
the middle of the lower leg. 

The body was opened by a midline incision, and the 
breast plate was removed to expose the thorax, when a 
transverse fracture of the sternum was found immediately 
below the manubrium. There was no displacement of 
the fragments. Examination of the thorax revealed frac- 
tures of the second to the seventh ribs inclusive on the 
right side. No fractures were found on the left side. The 
heart was essentially normal. The aorta revealed a mod- 
erate degree of arteriosclerosis with a few small, calcified 
plaques in the intima. At the junction of the arch of 
the aorta with the descending portion was a transverse 
laceration 4 cm. long, involving the entire thickness of 
the vessel. There was much extravasation of blood into 
the soft tissues surrounding the aorta. 

The left lung was collapsed. The left thorax was filled 
with unclotted blood, which had come from the rupture 
of the aorta. There was no primary lung disease on the 
left. The right lung was firmly adherent to the chest 
wall with old, well-organized adhesions. The pleura was 
greatly thickened and calcified in its posterior portion. 
There was no evidence of acute inflammation or tubercu- 
losis. The liver was essentially negative. The spleen and 
genitourinary tract were negative. There was considerable 
retroperitoneal extravasation of blood about both kidneys. 
The capsules stripped readily, leaving pitted, granular- 
appearing cortical surfaces, the picture being one of mod- 
erately advanced arteriolar nephrosclerosis. The adrenals 
were negative. The urinary bladder and prostate were 
essentially negative, as were the brain and skull. 

The cause of death was given as rupture of the thoracic 
aorta, followed by internal hemorrhage. 


CONCLUSIONS 


Rupture of the aorta following trauma is a rare 
occurrence. The syndrome of traumatic rupture 
of the aorta is one of surgical shock, and its 
diagnosis is difficult. Intrathoracic pressure may 
prevent sudden death by acting as a tamponade. 
Death ensues in most cases because of relatively 
rapid loss of blood into the surrounding tissues. 
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A RACK FOR HOLDING HYPODERMIC NEEDLES 
Aprian Soto, M.D.* 


SOMERVILLE, MASSACHUSETTS 


NYONE who has tried to lift a needle off a 

flat sterilizer tray or has scalded his fingers on 

a hot needle will appreciate the advantages of the 

rack here described for holding several hypodermic 
needles during and after sterilization. 

The rack, or stand, consists of a heavy base sup- 

porting six upright tubes (Fig. 1), three holding 

















Figure 1. Side view of rack, showing base and upright 
tubes. 


needles up to 2.5 cm. long and three holding nee- 
dles up to 5 cm. long. There is no limit, except 
the size of the sterilizer, to the number, length 
and arrangement of the tubes that can be used. 
The rack accommodates any type of needle. 
The needle points are suspended free and their 
hubs rest on the upper ends of the tubes (Fig. 2). 
The tubes permit a free flow of steam or cold 
sterilizing solutions. Their lower ends are ele- 
vated above the base in order to assure free circu- 
lation. The rack is made of solid brass and is 
chrome-plated to prevent corrosion. The base is 
of sufficient weight to hold a loaded 10 cc.-syringe 
upright. 

The method of use is simple. After the needles 
are sterilized, the tip of the syringe is engaged to 
the hub of the desired needle. By a downward, 
twisting thrust the needle is fixed firmly to the 
syringe, which is then ready for use. With rust- 
less needles there is no need of using stylets. 


*Instructor, clinical otolaryngology, Boston University School of Med- 
icine; second assistant surgeon, Massachusetts Memorial Hospitals, Boston. 


In addition to assuring ease of removal of nee- 
dles and of their attachment to the syringe, the 
rack obviates handling and possibly contaminating 
them. Furthermore, the needle points are pro- 
tected from damage while not in use. The device 
is of value not only in the office but in clinics, where 
antisyphilitic treatment is given and in the im- 
munization of large groups of patients. In the Iat- 
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Diagrammatic cross section of rack. 





Figure 2. 


ter case several racks can be made ready at one 
time, and as soon as the needles in one are ex- 
hausted it can be returned to the sterilizer. The 

















Figure 3. Rack in office sterilizer. 

rack has also proved serviceable on the instrument 
table in the operating room when infiltration anes- 
thesia is employed. In the office sterilizer (Fig. 3) 
the rack takes up little room and keeps the needles 
always at hand. 
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HEART DISEASE IN PREGNANCY 
F. Benjamin Carr, M.D.* 


WORCESTER, MASSACHUSETTS 


NE of the first to systematize the study of 

heart disease complicating pregnancy was 
Hamilton’ at the Boston Lying-in Hospital. He 
established the whole matter on a practical work- 
ing basis, and under his supervision the mortality 
rate in pregnant cardiac patients at that hospi- 
tal has been reduced. Furthermore, he has so 
clarified the whole issue that the presence of mitral 
stenosis in a pregnant woman need cause no undue 
alarm to the careful obstetrician. 

In 1931 and 1932 I worked at the Cardiac Clinic 
of the Boston Lying-in Hospital and became famil- 
iar with his method of classifying prenatal cardiac 
cases. This method is essentially as follows: those 
women who have definite, objective organic heart 
disease are placed in Class 1; those women in 
whom the question of heart disease may be raised 
by reason of a systolic murmur or perhaps the his- 
tory of rheumatic fever without any definite evi- 
dence of organic cardiac involvement are included 
in Class 2; those women who may have subjective 
symptoms of cardiac disease but who have no ob- 
jective signs to corroborate this impression comprise 
Class 3. Experience has shown that patients in 
Classes 2 and 3 do well in pregnancy. It is in the 
patients who are included in Class 1 that cardiac 
mortality is to be anticipated. 

We have attempted to follow somewhat the 
same procedure at the Worcester City Hospital, 
and this study covers a period of about eight years 
during which time there have been approximately 
8240 deliveries. 

During this time there have been 57 deliveries 
in 48 women who have had serious heart disease 
— women who would fall into Class 1 at the Bos- 
ton Lying-in Hospital. I have personally seen 
practically all these women and believe that the 
diagnoses have been reasonably accurate. Forty- 
four had rheumatic heart disease, with mitral steno- 
sis as the predominant lesion. There were 2 who 
had hypertensive heart disease, 1 who had disturb- 
ing attacks of paroxysmal tachycardia at term, and 
1 who had congenital heart disease with probably 
an interventricular septal defect. 

In this group of 48 patients there were 2 deaths 
—a mortality rate of 4 per cent. Inasmuch as 
there have been 44 maternal deaths from all causes 
over this same period, heart disease accounted for 
4.5 per cent of all maternal mortality at the Wor- 


Read before a meeting of the New England Heart Association, April 25, 
1938. 
*Cardiologist, Worcester City Hospital, Worcester. 


cester City Hospital. It is not my purpose to 
compare these figures with those of other hospitals, 
for it is not a large series of cases. Yet, the study 
represents an eight-year experience with this prob- 
lem, and I think the record is good. 

The first death, in 1930, was that of a twenty- 
nine-year-old primipara, who had rheumatic heart 
disease and mitral stenosis. When she came into 
the hospital, she showed congestive failure, which, 
by history, had probably been present for perhaps 
a month. After two days, with some improve- 
ment in her condition, she went into labor, and in 
five hours was delivered of twin, stillborn, prema- 
ture babies. She did not rally from the mild labor 
and died a few hours later. 


The other death occurred in March, 1938, and 
this case also was that of a primipara who had 
received no prenatal care. We were able to give 
her only twenty-four hours of routine cardiac 
therapy before she went into premature labor. The 
delivery of a stillborn infant was by low forceps, 
the whole labor lasting only two hours and 
twenty minutes. She failed to rally and died a 
few hours later. 


In the whole group, congestive failure was pres- 
ent during 10 of the 57 pregnancies, including the 
2 fatal ones. This invariably occurred toward the 
end of pregnancy, although in 1 case failure was 
found at five and one half months. This patient 
was carried to term, when a cesarean section was 
performed. The determination of the presence of 
congestive failure affords somewhat of a problem. 
Hamilton believes that the presence of crepitant 
rales at one or both lung bases is the most reliable 
practical sign of failing circulation, and it is this 
criterion which we have employed. However, the 
presence of a complicating bronchitis, without 
fever, can confuse the picture. Then there is the 
occasional patient who displays persistent rales at 
one lung base throughout pregnancy, who obvi- 
ously is not in congestive failure. She is compara- 
ble to a small number of middle-aged people who 
never are without a few basal rales. 

Pardee* believes that the presence of congestive 
failure is too late a sign to be of assistance in the 
management of heart disease in pregnancy and 
that he can determine the functional capacity of 
the heart by observing the effect on the pulse 
rate and respiration of certain graded exercises. In 
this way he sorts out the extremely serious cases 
long before they develop the ominous basal rales. 
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In Pardee’s hands this procedure appears to be suc- 
cessful. It seems to us, however, that the pulse rate 
and respiration rate are much too variable, even 
in normal individuals, to be accurate guides to the 
heart’s functional capacity. Furthermore, if con- 
gestive failure is dependent on the activation of a 
rheumatic process in the heart, as is often the case, 
functional tests are beside the point in sifting out 
those cases that are likely to do well. 

We are still of the opinion that the most prac- 
tical procedure is frequent supervision, attention 
to the presence of subjective symptoms such 
dyspnea or cough, and diligent search for the ap- 
pearance of rales at the lung bases. 

Only one instance of auricular fibrillation oc- 
curred in this series. The patient was a forty-one- 
year-old woman in her fifth pregnancy. She 
entered the hospital in congestive failure when she 
was five and one-half months’ pregnant. At that 
time she had regular cardiac rhythm. When she 
returned to us at eight months she was found to 
have auricular fibrillation. A cesarean section was 
eventually performed, following which she had 
an embolus in the left brachial artery without, 
however, any serious results. We were able to 
discharge her finally with a live baby, but with 
persistent auricular fibrillation. 

The types of delivery employed were quite con- 
servative: 40 patients had normal deliveries; 2 had 
breech extractions; 2 had versions; 7 had low- 
forceps deliveries; 5 had cesarean sections; and 
1 patient, who had displayed congestive failure 
during a previous delivery, was therapeutically 
aborted. While it is undoubtedly wise to <eliver 
these people by forceps at full dilatation, practically 
speaking this seldom happens. Either the patient 
delivers herself rather precipitately or she may 
show so little systemic reaction to her labor that 
she is allowed to continue to normal delivery. Five 
of the 7 patients who were delivered by low-forceps 
were primiparas, as might be expected. In the 
group that had cesarean section, 2 patients were op- 
erated on because of obstetric indications, and 3 
because of cardiac indications. 

The preceding statistics are presented with full 
knowledge that the series of cases is small. We 
have therefore drawn no sweeping conclusions 
from its study. We do believe, however, that the 
observations are of some importance in that they 
show just what is happening in an average-sized 
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hospital, where an effort has been made to handle 
the problem properly. A period of eight years 
affords a fairly accurate cross section of the con- 
ditions that exist in the general hospitals in the 
smaller cities. 

Let us give a few of our impressions regarding 
this important problem. Most important of course 
is the absolute necessity of frequent prenatal visits 
of all cardiac patients and a careful evaluation of 
the status of each case by the internist. Such hand- 
ling of a patient is almost complete assurance of a 
successful outcome. In this way unfavorable cases 
can be terminated in the first three months; border- 
line cases can usually be put to rest before conges- 
tive failure has progressed to an alarming extent; 
and such cases can be carried to term and delivered 
satisfactorily by cesarean The hopeless 
cases are the ones which have not been observed 
before the patients are brought to the hospital in the 
late stages of congestive failure, which may have 
been present for days. They contribute a large 
percentage of the cardiac mortality in pregnancy. 

One factor which hampers the successful hand- 
ling of the cases with congestive failure in late 
pregnancy is the appearance of labor before medi- 
cal care has been able to improve the broken com- 
pensation. Some medical means of deferring 
labor to a more propitious time would be a boon 
in the management of such cases. 

Delivery by forceps at full dilatation sounds 
like a proper procedure in these cases. As already 
stated, however, it is perhaps not as essential as it 
might appear to be at first thought. A large per- 
centage of cardiac patients require no different ob- 
stetrical handling than do normal women. 

Finally, there are no heroic measures that can 
be successfully employed at a cardiac crisis dur- 
ing delivery. Rapid digitalization, phlebotomy, 
and the administration of oxygen, all seem to be 
proper, but they are ineffective gestures. The 
treatment of heart failure during delivery is ex- 
pressed in the judgment and skill that have been 
displayed i in prenatal management, long before the 
serious crisis at delivery has arisen. 


section. 


27 Elm Street. 
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CASE 24331 
PRESENTATION OF CASE 


First Admission. <A_ fifty-seven-year-old, mar- 
ried, white, business executive entered the hospital 
complaining of abdominal distress and hemateme- 


SIS. 


About nine months before entry he began to ex- 
perience occasional “indigestion,” associated with 
belching and some passage of gas by rectum. This 
distress was always relieved by food and soda, and 
was never marked. Six months prior to entry, dur- 
ing a Labor Day week end, he experienced lower 
abdominal pain associated with some nausea. This 
lasted for two or three days and was relieved by 
tablets given him by his physician. Following this 
he was fairly well except for occasional upper ab- 
dominal distress and a feeling of gnawing in his 
stomach relieved by taking food. Three and a 
half months before entry he had an attack of “in- 
testinal grippe” lasting for one week. This was 
associated with intermittent abdominal pain, 
nausea and considerable loss of energy, but no 
vomiting. He stated that he was under consid- 
erable nervous strain at this time. He recovered 
and felt fairly well until three weeks before entry 
when he was very much upset because of the 
necessity of dismissing employees who had been 
with his family for fifty years. This caused him 
to indulge in alcohol to excess. He drank a num- 
ber of highballs and at least three drinks of 
straight whisky. During this time he ate no food. 
He went to bed at 9:30 p. m. and was awakened 
at midnight with the feeling of a lump in his up- 
per abdomen. He became nauseated and vomited 
more than two cupfuls of dark blood. The next 
morning at 8:00 o’clock and again at 4 p. m. he 
vomited similar amounts of blood, feeling quite 
dazed through the whole episode and noticing ab- 
dominal distress but no pain. His physician kept 
him in bed with nothing by mouth, but on the 
following day he again vomited two cupfuls of 
dark blood. He remained in bed for three days, 
with weakness and anorexia. His bowels moved 
twice daily but showed no blood. X-ray studies 
of his gastrointestinal tract at this time were said 
to be negative. The abdominal distress associated 
with a bloated feeling and loss of energy contin- 
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ued, and he was sent to this hospital. He did not 
believe that he had lost weight in the previous six 
months. 

His past history was noncontributory. His 
mother had died of carcinoma. 


Physical examination revealed a well-developed 
man with marked abdominal distention and evi- 
dence of weight loss over the chest and upper 
extremities. There were telangiectatic areas on the 
face and chest and a slight icteric tint to the skin. 
There was pitting edema over the spine up to 
the tenth dorsal vertebra. The heart was pushed 
upward and to the left, and there was a blowing 
systolic murmur over the precordia, loudest at 
the apex. The sounds were regular, rapid and of 
fair quality. The blood pressure was 110 systolic, 
60 diastolic. The abdomen was distended, and 
showed a definite fluid wave with shifting dullness 
in the flanks. The liver edge was smooth, non- 
tender and palpable 5 cm. below the costal margin. 
The spleen was not palpable. There was pitting 
edema of the legs up to the knees, more marked 
on the left. 


The temperature was 98.6°F., the pulse 120. 
The respirations were 22. 


The urine examination was negative, and the 
stool was guaiac negative. Examination of the blood 
showed a red-cell count of 2,490,000 with a hemo- 
globin of 55 per cent and a white-cell count of 5700 
with 71 per cent polymorphonuclears. The blood 
nonprotein nitrogen was 25 mg., the serum protein 
4.1 gm. and the serum bilirubin 4.1 mg. per cent. A 
phenolsulfonephthalein test of renal function was 
at the lower limit of normal. 

He was given one 500 cc. transfusion and 2 cc. 
of Salyrgan, and was discharged improved after 
eleven days. 

Final Admission (nineteen days later). After 
discharge his abdomen increased considerably in 
size in spite of Salyrgan therapy at home. His 
appetite was poor, but he had had no further 
hematemeses and his stools had not been bloody or 
tarry. He had slight discomfort in the right upper 
quadrant while standing or walking about. 

Physical examination showed no changes other 
than increased ascites. 

The temperature was 98.6°F., the pulse 95. The 
respirations were 22. 

The urine examination was negative. Blood 
examination showed 3,400,000 red cells with 65 per 
cent hemoglobin and 7900 white cells with 74 per 
cent polymorphonuclears. The serum protein 
was 6 gm. per cent. Abdominal fluid from para- 
centesis had a specific gravity of 1.008 and con- 
tained 5 red blood cells and 20 white blood cells, 
consisting of 9 polymorphonuclears, 6 monocytes 
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and 5 lymphocytes per cubic millimeter and 0.6 
per cent albumin. The stool was guaiac negative. 

The patient was transfused three times during 
the first twelve days and was given Salyrgan and 
vitamin B. On the eighth day his red-cell count 
was 4,300,000 and on the tenth day 3,970,000. The 
white-cell count was 7100. On the twelfth hospital 
day he vomited a large amount of coffee-grounds 
material containing blood clots, after which he 
was confused and pallid. He became mentally 
confused and developed slight generalized muscu- 
lar twitchings and air hunger. The blood pres- 
sure was 110 systolic, 70 diastolic, the pulse 120. 
Fine moist rales were heard in the left base lat- 
erally. Six hours later he vomited 200 cc. of 
changed blood, was very drowsy and did not re- 
spond well to questioning. Because of marked 
restlessness 1/16 gr. of morphine was given every 
six hours. The total daily dose did-not exceed 1/4 
gr. From the morning ot the twelfth to the morn- 
ing of the thirteenth hospital day he had several 
large hematemeses totaling 35J0 cc. He remained 
semicomatose. On the tourteenth day Cheyne- 
Stokes breathing was noted; but the chest was 
clear, and the heart sounds even, rapid, regular 
and of good quality. On the fitteenth day there 
were lett facial weakness, increased reflexes and a 
positive Babinski on the left. He gradually failed 
and died on the sixteenth hospital day. 


DIFFERENTIAL D1AcNosis 


Dr. THomas V. Urmy: I should like to know 
whether alcoholic overindulgence was a frequent 
occurrence or not. 


The last paragraph of this record is certainly 
the story of death mainly due to hemorrhage, and 
trom the fact that much of the blood was vomited 
we can be sure that it was hemorrhage in the upper 
gastrointestinal tract. The slight hemiplegia which 
developed in the last few days can be presumed to 
have been due to a local anemia — more likely 
caused by falling blood pressure than by any acute 
vascular lesion. 


Let us consider the possible causes of this hem- 
orrhage. The history, taken as a whole, leads 
rather directly to a probable diagnosis of bleed- 
ing from esophageal varices secondary to cir- 
thosis of the liver. We have a man of fifty-seven, 
which is the approximate age at which cirrhotic 
patients are most likely to develop serious compli- 
cations. Again, physical examination showed a 
good deal of weight loss over the upper part of 
the body with telangiectases and slight icterus, 
the typical appearance in cirrhosis. There was 
ascites, which was found to be due to a transu- 
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date such as we should expect in portal obstruc- 
tion. The liver was large, smooth and non-tender. 
This is consistent with cirrhosis, though perhaps 
not with the end stage, when marked liver con- 
traction is usually present. The fact that the 
spleen was not felt is some evidence against a 
marked degree of portal obstruction. Also, as I 
interpret the history, the patient probably did not 
have much in the way of ascites until he came 
into the hospital. It presumably developed, — as 
it very often does,— after his hemorrhage with its 
sharp lowering of serum protein. 


There is a suggestion of a fairly good liver func- 
tion in the fact that the patient between his two 
admissions was able to regenerate most of the 
lost blood and to increase the serum protein to 
6 gm. per cent. More information could have 
been obtained from laboratory tests. 


We have no objective evidence of the collateral 
circulation which we should expect in cirrhosis. 
X-rays did not report esophageal varices, though 
we do not know whether special search for them 
was made. There is no mention of hemorrhoids 
or dilated veins on the abdominal wall. Never- 
theless it seems likely that esophageal varices were 
present and that the patient died of repeated hem- 
orrhages from them. 


There are other causes of upper gastrointestinal 
hemorrhage that must be considered — first of all, 
peptic ulcer. The history of indigestion of nine 
months’ duration with distress relieved by food 
and soda is suggestive of a peptic ulcer but not 
necessarily diagnostic since other conditions will 
produce the same symptoms. The x-ray was nega- 
tive for ulcer. Furthermore, the lack of appetite 
is very atypical for ulcer without obstruction. 

The patient vomited blood immediately after a 
large intake of alcohol. This sounds very much 
like acute gastritis, but the physical findings and 
the persistence of hemorrhage eliminate both acute 
and chronic gastritis as major factors. 

Cancer could be present in a man of this age. It 
might be responsible for the enlarged liver, but I 
doubt if it could completely explain the findings. 
Again there is no evidence of cancer by x-ray, 
and he was said not to have lost weight, though the 
physical examination reported evidence that he 
had. I think we can dismiss carcinoma of the 
stomach. Leiomyosarcoma, though more likely 
than carcinoma to produce fatal hemorrhage, also 
would not, to my mind, explain the entire picture. 
I therefore feel that the diagnosis is one of cir- 
rhosis of the liver, though not in the usual end 
stage of marked contraction and that death was 
not due so much to liver failure as to severe hem- 
orrhage from esophageal varices. 
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Dr. Joun H. Tarsorr: Do you think that in 
cases of cirrhosis of the liver, in the absence of 
x-ray findings, we should be able to distinguish 
between bleeding from varices and bleeding from 
ulcer? Frequently we see cirrhotics with a fairly 
characteristic ulcer history, and I believe we have 
discussed in these clinics cases of cirrhosis that not 
only have had an ulcer history but have been 
proved to have had an ulcer. 

Dr. Tracy B. Matiory: The coincidence of 
ulcer and cirrhosis is by no means rare. 

Dr. Urmy: An ulcer hemorrhage sufficient to 
cause death is usually fatal within five days. This 
long-continued bleeding is much more consistent 
with varices. 


CurnicaL DIAGNosis 


Portal cirrhosis of the liver. 


Dr. Urmy’s Diacnosis 


Cirrhosis of the liver with death from bleeding 
esophageal varices. 


ANATOMICAL DIAGNOSES 


Cirrhosis of liver, alcoholic. 
Esophageal varices with hemorrhage. 
Ascites. 

Hydrothorax, left. 

Pleuritis, chronic fibrous, left. 
Pulmonary congestion, slight. 


PaTHOLocicaL Discussion 


Dr. Matiory: The patient was found to have 
a cirrhosis of the liver. It was moreover an end 
stage, an atrophic cirrhosis, in spite of the liver’s 
having been described on physical examination as 
being very large. We have run across that be- 
fore. The spleen weighed 300 gm. which is a 
little below the limit at which spleens are usually 
palpable; but following a severe hematemesis from 
esophageal varices, spleens very rapidly reduce in 
size and I think very probably the spleen at the 
onset of the symptoms had been distinctly larger 
and should have been felt. 

The question comes up as to the etiology of 
the cirrhosis, and we have to decide whether we 
should consider the clinical history reliable. He 
admitted this one severe alcoholic debauch and 
denied others. To my mind, a man who turns 
to a diet of alcohol following a disappointment 
is rather apt to be a person who has turned to 
alcohol before on similar occasions. The liver 
was consistent with alcoholic cirrhosis and mi- 
croscopically showed marked hyaline degenera- 
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tion. I am inclined to think that this was not 
by any means the first use of alcohol. 

One often wonders in these cases why a man who 
has had cirrhosis for years with no noticeable 
symptoms suddenly develops an acutely progres- 
sive series of symptoms. Recently Connor,* of 
the University of California, commented on the 
frequency with which severe alcoholic debauches 
precipitate an acute train of symptoms in a pa- 
tient who has had cirrhosis for a long time. I 
think it is quite possible that such was the case 
here. 

Dr. Urmy: Was there evidence of recent atrophy 
of the liver? 

Dr. Mattory: There was acute degeneration of 
individual cells still going on, but no necrosis of 
large masses of liver cells. 

A Puysician: Was there any gastritis? 

Dr. Mattory: No. There were varices, and we 
were able to identify without difficulty the point 
of rupture in one varix. 





CASE 24332 


PRESENTATION OF CasE 


A_ seventy-five-year-old, white, Canadian man 
entered the hospital with the complaint of ab- 
dominal swelling of two weeks’ duration. 


He stated that he had always been well until 
two weeks before entry when he began to notice 
gradual increase in the size of his abdomen accom- 
panied by swelling of the ankles, increased fre- 
quency of urination and marked constipation. 
However, his appetite remained good, and he had 
no abdominal pain. Two days before entry he sud- 
denly vomited about a quart of dark-red blood 
and after that felt weak and faint. 

Up until about three years before entry he had 
been a constant alcoholic; he regularly drank 
about a pint of spirits daily. He had had no 
previous gastrointestinal symptoms. His past his- 
tory and family history were apparently otherwise 
non-contributory, but complete and accurate his- 
tories could not be obtained. 

Physical examination revealed a gaunt, fairly 
well-developed man in moderate discomfort from 
a very much distended abdomen. His skin was 
pale, sallow, very dry and slightly icteric. There 
were a few, small, cherry-red telangiectases on the 
chest and abdomen, and the superficial abdominal 
veins were dilated. The lungs were negative ex- 
cept for moderate elevation of the diaphragm; the 
heart was moderately enlarged to the left, and 
the blood pressure was 140 systolic and 85 diastolic. 


_*Connor, C. L.: Fatty infiltration of the liver and the development of 
cirrhosis in diabetes and chronic alcoholism. Am. J. Path. 14:347-364, 1938. 
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The abdomen was symmetrically distended to a 
huge size, and a fluid wave and shifting dullness 
were easily made out. No masses or viscera could 
be palpated. There were slight edema of the 
lower abdominal wall and moderate pitting edema 
of the ankles. The rectal examination was nega- 
tive. 

The temperature was 98.6°F., the pulse 80. The 
respirations were 2(). 

The urine examination was negative. The blood 
showed a red-cell count of 2,690,000, with 50 per 
cent hemoglobin, and a white count of 9200, with 
94 per cent polymorphonuclears, falling to 4500 on 
the second hospital day. The guaiac test on the 
stool was 3+. The blood nonprotein nitrogen 
was 23 mg., the van den Bergh 1.5 to 2.0 mg., 
biphasic, and the serum protein 6.0 gm. per cent. 
The blood Hinton was negative, and a Takata-Ara 
test gave a reading of 000++. A bromsulfalein 
test of liver function gave 0 to 5 per cent reten- 
tion. 

On the day of entry an abdominal paracentesis 
yielded 7000 cc. of cloudy blood-tinged fluid. After 
this procedure the liver could be palpated 5 cm. 
below the costal margin, and the edge of the 
spleen could be made out. He continued to vomit 
blood and passed tarry stools. In spite of two 
transfusions he became steadily weaker and died 
on the sixth hospital day. 


DIFFERENTIAL DrAcNosis 


Dr. Reep Harwoop: I hope the statement that 
this patient has always been well can be taken 
literally despite the fact that a complete history 
could not be obtained. I shall place some empha- 
sis on that later. 

The “Takata-Ara test gave a reading of 000+-+-.” 
I do not know whether that is positive or nega- 
tive. 

Dr. Tracy B. Matiory: Can anyone help out? 

Dr. Joun H. Taxsorr: It should be plus in at least 
three tubes to be considered positive. In a series 
of respectable size about 80 per cent of patients 
with cirrhosis of the liver had positive Takata- 
Ara tests in which there were at least four pluses. 
I should say this is a bit against such a diagnosis. 
_ Dr. Harwoop: It is on the border line between 
positive and negative then. 

_ In summary, we have the story of a seventy-five- 
year-old man with an illness lasting twenty days. 
The important factors are the upper gastrointestinal 
hemorrhage and the ascites. Let us consider some 
of the things that might cause these two condi- 
tions. First, we must consider cancer of the eospha- 
gus, stomach or duodenum with peritoneal metas- 
tases. The character of the ascitic fluid might be 
considered to be in favor of this diagnosis; against 
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it, he had had no previous symptoms or weight loss, 
no liver nodules were felt after abdominal paracen- 
tesis, and the onset of ascites was too sudden. 
Severe hemorrhage is rare, I should say, except 
in very advanced cases of carcinoma. The presence 
of a palpable spleen is considerably against carcin- 
oma with metastases to the peritoneum. Possibly 
if the lesion were a lymphoma of the stomach 
with metastases to the peritoneum a severe hemor- 
rhage would occur and also the spleen would be 
palpable; but again I think the complete absence 
of symptoms before this sudden onset would tend 
to rule out such a diagnosis. Cancer of the esopha- 
gus, stomach or duodenum with invasion of the 
portal vein would be unlikely in the absence of a 
mass and jaundice. Primary carcinoma of the 
liver with portal obstruction is on the whole harder 
to rule out; but here again there were no previ- 
ous symptoms, after abdominal tap no mention 
was made of nodules in the liver, and there was 
no jaundice. 

There is a good deal to be said in favor of 
cirrhosis of the liver. In the first place, he had 
an alcoholic history which is quite striking. The 
spleen was palpable. He had ascites and hemat- 
emeses. Telangiectases and leukopenia are often 
present in cirrhosis of the liver. Against this diag- 
nosis, I think that the onset was too rapid. More 
often there is a history of several months of gastro- 
intestinal upsets before the ascites develops. The 
blood chemistry is distinctly against advanced cir- 
rhosis of the liver. The disease would have to be 
quite advanced before it could produce ascites and 
hemorrhage so quickly; but there was practically 
no jaundice, and the van den Bergh was only 2 
mg. per cent. Furthermore, the serum protein was 
6 gm. per cent, which is definitely high for a per- 
son with ascites and edema from cirrhosis. The 
Takata-Ara test and the bromsulfalein test were 
negative. Without any question there was good 
liver function. A third point against the diagnosis 
of advanced cirrhosis is the fact that the liver was 
palpable: the liver is usually small in the end 
stage of the disease. In this case, however, the 
autopsy may show, as it so often does, that the 
liver was small. I wonder if ascites does not occa- 
sionally float a small liver forward and down- 
ward so that it is easily felt. I do not believe we 
have enough evidence to predict the size of this 
patient’s liver. What evidence we have points to 
its being enlarged. Banti’s disease is another dis- 
ease in which gastrointestinal hemorrhage is fre- 
quent, and in which ascites occurs in the last stages. 
This diagnosis is ruled out by the patient’s age, by 
the onset and by the small size of the spleen. 

Thus, the ordinary causes of ascites and hemat- 
emesis have been ruled out, if my reasoning is cor- 
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rect, and we have to think of something that 
would bring on this whole syndrome more rapidly. 
The only condition I can think of is thrombosis 
in the portal vein —pylethrombosis, sometimes 
called adhesive pylephlebitis. This is a fairly rare 
condition, most frequently associated with portal 
cirrhosis. It occurs in 2.6 per cent of the cases of 
cirrhosis, according to Webster.* It is also occa- 
sionally found in any type of intra-abdominal malig- 
nancy, but especially in primary hepatic carcinoma 
superimposed on cirrhosis. In the latter the throm- 
bus is caused by direct extension of the tumor into 
one of the intrahepatic branches of the portal vein. 
The clinical picture depends on the site of the 
thrombus. With occlusion of the portal vein, acute 
ascites, hematemesis and rapid death usually occur. 
I believe the cause of this patient’s sudden exitus 
was pylethrombosis. Probably with the alcoholic 
history the best thing to assume is that he had a 
moderate degree of alcoholic cirrhosis. We cannot 
rule out primary carcinoma of the liver superim- 
posed on cirrhosis. We cannot rule out cancer 
anywhere in the abdomen pressing on the portal 
vein and producing thrombosis, but I should think 
this was unlikely. The bleeding was probably 
from the coronary and short gastric veins or pos- 
sibly from esophageal veins. 

Dr. Matiory: Are there any suggestions or al- 
ternative diagnoses? 

Dr. Donan S. Kine: How often do you get 
thrombosis without fever and white count? 

Dr. Matrory: It does occur. 

Dr. Kinc: Commonly? 

Dr. Matiory: I have seen it. 


CurnicaL DIAGNOSES 


Cirrhosis of the liver. 
Ruptured esophageal varices. 


Dr. Harwoopn’s Diacnoses 


Thrombosis of portal vein. 
Cirrhosis of liver, alcoholic. 
Primary carcinoma of liver? 
Hemorrhage, gastric or esophageal. 


ANATOMICAL DIAGNOSES 


Cirrhosis of liver, alcoholic type. 
Hepatoma, with metastases to lung, left adrenal, 
retroperitoneal lymph nodes and diaphragm. 


*Webster, L. T 
1921 


Portal thrombosis. Bull. Johns Hopkins Hosp. 32:16-19, 
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Esophageal varices with rupture. 

Splenomegaly with fibrosis. 

Mural thrombus of portal vein. 

Ascites, hemorrhagic. 

Pulmonary edema and congestion. 

Peripheral edema, slight. 

Inguinal hernia, right. 

Hydrocele, right. 

Arteriosclerosis, with calcification, coronary and 
aortic. 


PatTHoLocicaL Discussion 


Dr. Matiory: The findings bore out Dr. Har- 
wood’s diagnoses. The man did have a severe cir- 
rhosis, he did have a thrombosis of the portal 
vein and he did have a primary carcinoma of the 
liver. If the case had been worked up a little more 
thoroughly perhaps one might have gone farther 
and might have been misled. We made postmortem 
chest films, and they showed obvious metastases. 
No films were taken during life so we did not 
present them. There was also a slight irregularity 
of the right leaf of the diaphragm, which we have 
seen a few times in cases of primary hepatoma. 
The spleen was a very good size, weighing 600 gm. 
at autopsy. It might well have been bigger in life 
because it was somewhat soft and wrinkled, sug- 
gesting that it had shrunk a good deal. 

The primary cancer was interesting from the 
anatomical point of view. In this fixed specimen 
you can see the tumor nodules in the liver stand- 
ing out prominently because of their bright green 
color. That is the usual reaction when bilirubin 
is oxidized by formalin. The color of the lesion 
turns from pale yellow to intense green. This 
appearance could mean that the tumor cells were 
producing bile and that since they were not con- 
nected up with any bile ducts it remained in the 
tumor. Another possible explanation — but only 
from the gross point of view —is that the bile 
pigment had collected in necrotic cells. An amount 
of jaundice which will not produce pigmentation 
of living cells may produce considerable discol- 
oration of dead cells. A familiar example of this 
is the so-called Kernicterus of the central nervous 
system. It was not until we had sections and 
proved that the cells were still living that we 
felt justified in feeling that cells themselves were 
producing the bile. 
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DOCTOR CHADWICK’S SUCCESSOR 


Dr. Henry D. Cuapwick’s decision to resign as 
commissioner of public health and to become medi- 
cal director of the Middlesex County Sanatorium 
at Waltham has been interpreted by the press as a 
letting-down of the bars to the appointment of 
whomsoever the Governor selects to fill the va- 
cancy. Such a representation is far from true —at 
least according to those interested in the future 
of the Massachusetts Department of Public Health. 


While it is a fact that Dr. Chadwick’s reappoint- 
ment was strongly urged by the Massachusetts 
Medical Society, by many public-health-minded 
organizations and by countless individuals, this 
action was taken because he was obviously the 
man best qualified for the position. Now that he 


is no longer available it becomes necessary to find 
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someone else who is properly trained to shoulder 
the great responsibilities of the office. The General 
Laws (Tercentenary Edition, Chapter 17, Section 
2) specify: “The commissioner shall be a physician 
skilled in sanitary science and experienced in 
public-health The 
Massachusetts have a right to and should demand 


administration.” people of 
the protection afforded by this statute. The Gov- 
ernor’s Council has already refused to confirm the 
appointment of one who apparently in their opin- 
ion failed to meet the necessary standards. Such 
action should be continued until a time when the 
appointee is a properly qualified individual: the 
health of the people should not be endangered by 
political expediency! 





ANTITRUST ACTION 


Tuere has been rather universal public criticism 
(see excerpts published elsewhere in this issue of 
the Journal) of the attitude taken by the officers 
of the American Medical Association toward the 
announcement by the Department of Justice that 
the Attorney-General of the United States is to 
convene a grand jury to determine whether proceed- 
ings against that organization and its subsidiary, 
the District of Columbia Medical Society, shall 
be instituted under the Sherman antitrust law. 
In connection with this discussion the Journal of 
the American Medical Association (111:537-539, 
1938) has published in full the release from the De- 
partment of Justice; this should be studied in detail. 

It may be well to state at once that this pub- 
licized outline of the case against the medical pro- 
fession as represented by the American Medical 
Association does not seem to be a completely non- 
partisan presentation. On the other hand, we do 
not wish to imply that the strictures of the Ameri- 
can Medical Association are not also prejudiced 
and, as published, appear to indicate more valor 
than judgment (see editorial “Group Health Asso- 
ciation, Incorporated” [New Eng. J. Med. 2/8: 130- 
132, 1938] ). Departure from a cold-blooded inter- 
pretation of the facts by either side can only do 


harm. 
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Let us admit at the start that there are incom- 
petent doctors—no one of us, of course, but the 
man down the street —and that the patients who 
receive the worst medical care are those that are 
intellectually least able to pick doctors. Such in- 
dividuals will be more apt to pick good doctors 
and be safer if they band themselves together to 
get the advantage of a higher-than-average intelli- 
gence through the election of officers and their 
delegation as “doctor-pickers.” Let us admit also 
that, since, after many years of trial and error, 
—or “experiment,” to quote the release,— it has 
finally been possible to protect the public in part 
against their self-immolation on the altars of fee- 
splitting and the like, by the institution of closely 
supervised closed-staff and courtesy-staff hospitals. 
Such organizations maintain adequate standards 
on the part of the staff members through the re- 
quirement that the latter explain in detail their 
mistakes and fatal cases under penalty of banish- 
ment to the outer darkness. Let us further admit 
that those doctors who have been banished from or 
who have never been allowed to join such hospital 
staffs still continue in practice and thus demonstrate 
indeed that patients pick their doctors for any rea- 
son except their demonstrated medical or surgical 
skill. This segregation by way of closed-staff hos- 
pitals is, in essence, little more than group practice 
with the hospital substituted for the office building 
or for the insurance or industrial clinic. In much 
the same way labor organizations keep order 
within their own trades, and the measure of suc- 
cess of such an organization, whether labor or 
medical, is found in the promptness and sincerity 
with which violators of the minimal standards are 
excluded. Certainly no one would seriously coun- 
tenance the return of the open-staff hospital, no 
more than one would favor the resumption of fee- 
splitting or the relaxation of discipline as applied 
for the protection of the sick by the removal of 
the power of punishment from disciplining bodies. 
This principle can and should be strengthened 
and will be, when the individual county, state and 
national societies practice on their members what 
they preach for the other fellow. 

On the other side of this disputed picture, let 
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us consider for a moment, that the Group Health 
Association, Incorporated, for whose protection the 
Department of Justice is bringing suit, was, as a 
matter of record, aided in its start by a grant of 
government funds. This hardly appears to be a 
proper method of organizing and financing a vol- 
untary, group health-insurance plan. Further, the 
following statement is made in the release: 


This exclusion has made it impossible for doctors affili- 
ated with Group Health Association to practice their 
profession in the hospitals and it has prevented mem- 
bers of the association who enter the hospitals as pa- 
tients from having the services of the physicians of their 
own choice. 

And again: 
Not even in emergency cases are these doctors allowed 
to attend their patients. For example, an association 
member earning $1,440 a year recently telephoned the 
association’s surgeon at midnight and reported that 
her husband had been taken to a Washington hospital 
with acute appendicitis, and requested that the sur- 
geon come to the hospital immediately to take charge 
of the vase. The hospital declined to permit the asso- 
ciation surgeon to operate notwithstanding the fact 
that the member had desired this surgeon’s services 
and had paid for them through her membership in the 
association. The member, therefore, was compelled to 
incur heavy surgical and hospital expenses that she 
would not have needed to contract for if the associa- 
tion had been permitted to carry out, without interfer- 

She also was denied 

the right to have the doctor of her own choice attend 


ence, its agreement with her. 


to the case. 


It is not stated whether these hospitals had open 
or closed staffs. If they had open staffs, then 
Group Health Association stands condemned for 
approving the use of a lower than minimal stand- 
ard hospital, and it can be fairly said that as 
“doctor-pickers” its elected officers are not of the 
grade that the individual members have a right to 
expect, and that the latter do indeed need medi- 
cal protection for their best interests. On the 
other hand, if the hospitals were closed-staff hos- 
pitals, then, provided that adequate grounds for 
expulsion or exclusion can be proved, the govern- 
ment would appear to argue that such institutions 
are illegal under the Sherman Act and that medi- 
cine and surgery should regress to a point where 
the public can no longer be protected from its own 
shortcomings. 
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We believe there is much to be said on both sides. 
Group medicine, under any name, probably can- 
not and should not be restricted by medico-political 
bodies; but, neither should the power of proper 
discipline — so necessary for the protection of the 
public — be denied the profession against its mem- 
bers, nor should progress be interpreted in terms 
of iconoclasm only. Much good will be accom- 
plished at this time if facts — only facts and noth- 
ing but facts —are presented by the medical pro- 
fession, by the government and above all by the 
newspapers and if interpretation of these facts is not 
read in the light of the underlying emotional bias 
that unavoidably warps every protagonist's point 


of view. 
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Case History No. 85. CENTRAL PLACENTA PReEvia: 
OsLiQguELY CONTRACTED PELVIs 


Mrs. L. C., a twenty-eight-year-old primigravida, 
telephoned on June 8 that she had passed without 
any pain considerable bright-red blood and nu- 
merous clots. The amount was estimated to be 
between 250 and 500 cc. She was immediately 
sent to the hospital. 

The family history was essentially negative. Her 
past history included German measles and chicken- 
pox. She had undergone an operation for right 
inguinal hernia and one for scoliosis, for which she 
was hospitalized three and a half months. Her 
tonsils and adenoids were removed in infancy. 
Catamenia began at fourteen, were never regular, 
usually eighteen days late, and lasted four days 
without pain. Her last period was September 16, 
1937, and her confinement was expected June 23, 
1938. 

She was first seen on December 22, at which time 
a physical examination was made. The heart was 
normal; there were no murmurs. The lungs 
were clear; there were no rales. Her blood pres- 
sure was 100 systolic, 60 diastolic. A vaginal ex- 
amination revealed a uterus enlarged to the size 

A series of selected case histories by members of the section will be 
published weekly. 


Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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of approximately a three months’ gestation. It 
was in second-degree retroversion, and the adnexa 
were normal. The urine showed a neutral reac- 
tion and the absence of sugar and albumin. A 
blood Hinton test was negative. The blood showed 
a red-cell count of 4,430,000 with a hemoglobin of 
89 per cent (Sahli) and a white-cell count of 18,600 
with 84 per cent polymorphonuclears, 13 per cent 
lymphocytes, 2 per cent large mononuclears, and 
1 per cent eosinophils; the platelets were normal. 
The external measurements of the pelvis were as 
follows: circumference, 83 cm.; intertrochanteric, 
31 cm.; intercristal, 25 cm.; interspinous, 22 cm.; 
right oblique, 24 cm.; left oblique, 24 cm.; exter- 
nal conjugate, 17 cm. An x-ray examination of the 
pelvis revealed a marked left scoliosis of the lum- 
bar spine with rotation of the vertebrae. 

The patient had had a normal, uneventful preg- 
nancy, but because of the marked contraction of 
the pelvis and because on abdominal examination 
at her last office visit the head was freely ballotta- 
ble above the symphysis pubes, a cesarean section 
had been decided upon. 

On her arrival at the hospital after the onset of 
bleeding a probable diagnosis of some sort of 
placenta previa was made. No vaginal examina- 
tion was done to attempt to make a specific diag- 
nosis because the contraction of the pelvis had 
made cesarean section a necessity. The patient was 
prepared for operation, and under nitrous-oxide 
and oxygen anesthesia a _ transverse cervical 
cesarean section was performed. A central pla- 
centa previa was discovered, and a male child 
weighing 7 lb., 2 oz. was extracted without diffi- 
culty. An examination of the placenta showed 
that there had been separation of one corner which 
had been attached to the left side of the uterus. 
The cervix was dilated from above for drainage. 
Examination of the pelvic organs at this time 
showed an ecchymotic area along the left lateral 
border of the uterus, suggesting a moderate amount 
of uterine apoplexy. 

The postpartum course was uneventful and 
both mother and baby were discharged on the 
fourteenth postoperative day. 


Comment. The contracture of the pelvis was 
such that the operator had made up his mind be- 
fore the emergency of the bleeding arose that 
cesarean section was the only method of delivering 
this patient. The external conjugate of 17 cm. 


was certainly small, but nothing is said of the in- 
ternal conjugate. The question arises as to wheth- 
er the floating head was not caused by the com- 
plete placenta previa. Some men believe that in 
centrally implanted placenta previas the classical 
section is preferable to a low cervical section be- 
cause the latter type may cause more bleeding. 
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Most men do not dilate the cervical canal as was 
done in this case at the conclusion of the opera- 
tion, but that again is a matter of personal prefer- 
ence. Had the contraction of the pelvis not ex- 
isted in this case, thus making the operation of 
cesarean section necessary, the diagnosis of a com- 
plete, centrally implanted placenta previa could 
have been made only by vaginal examination. The 
softness of the uterus, the presence of the fetal 
heart and the actual bleeding, all pointed to a sep- 
aration of the placenta but not to a complete sep- 
aration. As she was not in labor, the abdominal 
method of delivery, irrespective of the actual le- 
sion, would have been by far the most conservative 
procedure. No mention is made that the patient 
was matched for transfusion; this, as has been 
pointed out many times, should always be done. 





DEATHS 


BAKER — Leonarp A. Baker, M.D., of Middleboro, 
died in Boston, August 9. He was in his fifty-eighth 
year. 

A native of Duxbury he received his degree from the 
Harvard Medical School in 1905, and had practiced in Mid- 
dleboro for twenty-five years. He was former president 
of the staff of St. Luke’s Hospital and a member of the 
Board of Health. 

His affiliations included fellowships in the American 
Medical Association and the Massachusetts Medical 
Society. 

His widow, his mother and a sister survive him. 





DENNETT —Cuartes A. Dennett, M.D., of West 
Baldwin, Maine, died August 11. He was in his seventy- 
sixth year. 

Dr. Dennett received his degree from Bowdoin Medi- 
cal School in 1888, served his internship at the Massachu- 
setts General Hospital and later became surgeon and 
trustee of Symmes Arlington Hospital. For forty years 
he was a practicing surgeon in Arlington, retiring ten 
years ago. 

A fellow of the American Medical Association and the 
Massachusetts Medical Society, he was also a member of 
the Maine Medical Association, the Cambridge Society 
for Medical Improvement and the Boston Medical Library. 

His widow, a brother, Dr. Daniel C. Dennett, of Win- 
chester, and two sisters survive him. 





PIERCE — Artuur V. Pierce, M.D., of 171 Elm Street, 
New Bedford, died May 1. He was in his fifty-seventh 
year. 

He received his degree from Boston University School 
of Medicine in 1908 and interned at the Massachusetts 
Homeopathic Hospital. In 1912 he took a postgraduate 
course at the Harvard Medical School. Dr. Pierce had 
been in practice in New Bedford for twenty-nine years. 

A fellow of the Massachusetts Medical Society he was 
also a member of the American Medical Association. 





RYAN — Sytvester E. Ryan, M.D., of 24 Meadowbrook 
Road, Longmeadow, died August 9. He was in his fifty- 
seventh year. 

Dr. Ryan received his degree from Columbia University 
College of Physicians and Surgeons in 1905. In 1910 he 
was made city physician of Springfield and in 1914 was 
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appointed associate medical examiner. He was particu- 
larly interested in gastroenterology. During the World 
War he was commissioned a first lieutenant in the medi- 
cal corps. 

He was a fellow of the American Medical Association 
and the Massachusetts Medical Society and a member of 
the staff of the Mercy Hospital, Springfield. 

His widow survives him. 





NEW HAMPSHIRE MEDICAL SOCIETY 


“MEN OF MEDICINE — 1938” 


The film “Men of Medicine — 1938,” recently released 
by March of Time, contained much of interest to New 
Hampshire physicians. 

Dr. George E. Pender, of Portsmouth, was largely re- 
sponsible for the outline of the story, which was gradually 
built up in conversations with Mr. Louis de Rochemont, 
the producer of March of Time and also a native of Ports- 
mouth. The final story was approved by the officials of 
the American Medical Association, by Surgeon-General 
Thomas Parran of the United States Public Health Serv- 
ice and by Surgeon-General Percival Rossiter of the United 
States Navy, and permission was obtained to use the 
United States Naval Hospital, Kittery, Maine, for filming 
the picture. 

Lewis McKee, son of Commander and Mrs. McKee, 
Portsmouth Navy Yard, took the part of the sick boy, and 
Mrs. Irving E. Stowe, wife of Lieutenant-Commander 
Stowe, was the mother. The nurses were Mary M. Moore 
and Anna E. Patton, U. S. N., and Mabel Carter, Adelaide 
McDonald, Marian Currier, Bertha Barnaby and Thelma 
Hoffman of the Portsmouth Hospital. 





DEATH 


WILKINS — Russet, Wirkins, M.D., for many years 
associated with the Manchester Veterans’ Administration 
Bureau as chief medical officer, died July 22 at Manches- 
ter. He was in his sixty-sixth year. 

He was a native of Amesbury, Massachusetts, and after 
graduating from Dartmouth College School of Medicine 
and Harvard Medical School had practiced medicine in 
Concord for many years. In August, 1921, Dr. Wilkins 
was appointed chief medical officer of the Veterans’ Ad- 
ministration Bureau in Manchester and had since served 
in this capacity. 

Dr. Wilkins was a member of the Center District Medi- 
cal Society, the Manchester Medical Society and the 
American Medical Association. 

His widow, Mrs. Grace Wilkins, one son, Daniel T. 
Wilkins, and one daughter, Mrs. Carl B. Evans, survive. 
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CONTEMPORARY COMMENTS 
ON THE ANTITRUST SUIT 


The following are excerpts from an editorial “Doctors 
at Odds” in the Boston Evening Transcript (August 2): 


The anti-trust suit which has been brought by the De- 
partment of Justice against the American Medical Asso- 
ciation is not of itself a threat to subject the profession to 
regimentation. In seeking to give it that character the 
association looks far beyond the present action and 
reaches conclusions not justified by the immediate facts. 
To the average laymen it will appear that a rather lame 





242 


attempt is being made by the organized doctors to be- 
cloud the real issue. . . . 

The association, in its reply to the Department of Jus- 
tice, indicates that it will not change its position and that 
it will fight against this effort on the part of the Federal 
Administration to “use the laws and the courts to mold 
the people of the United States to its belief in every 
phase of life and living.” This opposition is needlessly 
reactionary, all the more so because voluntary organiza- 
tions for health insurance have long flourished in other 
countries without giving rise to the slightest suspicion 
that they are enemies of the social order and without de- 
stroying the independence of the medical profession. 


The following are excerpts from an editorial “Medi- 
cine at Crossroads” in the Boston Herald (August 2): 


The whole question of assuring the American peo- 
ple of adequate care, which was discussed at length at 
the recent Washington conference, has suddenly been 
focussed on one point by the action of Asst. Atty.-Gen. 
Thurman Arnold in formally accusing the American 
Medical Association and the District of Columbia 
Medical Society of violating the federal anti-trust laws. 
It is safe to predict that the settlement of the case will 
probably influence the methods of the practice of medi- 
cine in the United States for some years to come. ... 

In reply to the anti-trust charges, the A. M. A. has 
immediately revived the bogev of government regimen- 
tation and “socialized medicine.” The essential point 
is that these voluntary, co-operative organizations — 
which nobody has to join unless he wants to— really 
promise to obviate the need of government subsidy 
and regulation. 

Public funds and private charity already take care of 
the poor sick. Our present objective should be to fore- 
stall the necessity of caring for the middle-class sick 
in the same way. Certainly from the taxpayers’ stand- 
point it is much more desirable to encourage 2500 
government employes in Washington—or any other 
group of citizens —to finance their own medical care 
through a co-operative arrangement than to deny them 
that right and invite them to seek public or private 
assistance whenever they fall ill. 

Mr. Arnold was careful to state in his opinion that 
he is not accusing the members of the medical societies 
of a moral offence. Indeed, he invited them as “per- 
sons of distinction and good will” to co-operate in end- 
ing the impasse “so that there may be free and fair 
competition between the forms of organization and the 
older types of practice.” It is to be hoped that the 
A. M. A.’s Chicago office will dismount from its high 
horse and join with the humble laity in a search for 
the just and intelligent course. 


The following is an editorial “Not in Interest of Quacks” 
in the Boston Evening Transcript (August 3): 


Whether or not the District of Columbia Medical 
Society violated the anti-trust law if it threatened to 
discriminate against doctors serving the Group Health 
Association, Inc., is a matter before the courts, and will 
be settled there. In the meantime, the underlying issue 
should be correctly stated. It is distorted when Dr. 


Rock Sleyster, president-elect of the American Medical 
Association, says: “If the Government can step in and 
tell a hospital it must allow any quack or charlatan to 
practice there, the American medical standards soon 
would deteriorate.” 

The people who form group health associations such 
as that of the Government employees in Washington 
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are not seeking the services of quacks or charlatans. 
They want to employ qualified physicians and sur- 
geons, who are to be paid in a manner contrary to 
medical tradition. Have medical associations which 
object to this new order the right to expel and in other 
ways discriminate against doctors who become a part 
of it? That is the question. It is not a question of 
permitting quacks to practice medicine. 

While it is possible to criticize the wisdom of the 
Government in seeking judicial action, and it may be 
contended that the meddlesome spirit of the New Deal- 
ers is again in evidence, it does not help matters to 
represent the Administration as seeking opportunities 
for the practice of medicine by charlatans. That charge 
might also be flung at the critics of the system of medi- 
cal service for health groups. It might be said that 
if reputable physicians were stigmatized for taking 
part in it, the greater would be the opportunity for 
the quacks, 





RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR JUNE, 1938 


DISEASES JUNE JUNE FIVE-YEAR 

1938 1937 AVERAGE® 
Anterior poliomyelitis 1 6 5 
Chickenpox 1286 1511 1122 
Diphtheria 5 15 38 
Dog bite 1444 1338 1212 
German measles 79 153 1382 
Gonorrhea 337 472 525 
Lobar pneumonia 297 247 258 
Measles 2216 2356 2541 
Meningococcus meningitis : 4 13 7 
Mumps 877 463 620 
Paratyphoid B 2 50 10 
Scarlet fever 1164 723 787 
Syphilis 412 511 443 
Tuberculosis, pulmonary 385 316 306 
Tuberculosis, other forms 46 36 38 
Typhoid fever 2 6 7 
Undulant fever 4 5 3 

477 998 687 


Whooping cough 


*Based on figures for preceding five years. 





RARE DISEASES 

Anterior poliomyelitis was reported from New Bed- 
ford, 1. 

Anthrax was reported from Saugus, 1. 

Diphtheria was reported from: Boston, 2; Danvers, 1; 
Worcester, 2; total, 5. 

Dysentery, bacillary, was reported from: Beverly, 3; 
Boston, 2; Chelmsford, 10; Colrain, 5; Conway, 7; Low- 
ell, 7; Springfield, 1; Waltham, 3; total, 38. 

Encephalitis lethargica was reported from: Lawrence, 1; 
New Bedford, 1; total, 2. 

Meningococcus meningitis was reported from: Boston, 
3; Holyoke, 1; total, 4. 

Paratyphoid B was reported from: Brookline, 1; Quin- 
cy, 1; total, 2. 

Pellagra was reported from: Framingham, 1; Worces- 
ter, 1; total, 2. 

Septic sore throat was reported from: Belmont, 1; 
Boston, 11; Braintree, 1; Medford, 1; Northfield, 1; Stone- 
ham, 1; Whitman, 1; total, 17. 

Tetanus was reported from: Chicopee, 1; Medford, 1; 
Westminster, 1; total, 3. 

Trachoma was reported from: Boston, 1; Medway, 1; 
Wellesley, 1; total, 3. 

Typhoid fever was reported from: Malden, 1; Quincy, 
1; total, 2. 

Undulant fever was reported from: Attleboro, 1; Pitts- 
field, 1; Winchester, 1; Worcester, 1; total, 4. 


Except for 1913, which was equaled, anterior polio 
myelitis showed record low incidence. 
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Measles, German measles, meningoccocus meningitis and 
whooping cough were reported below the five-year aver- 
age. 

Diphtheria was reported at a record low figure for the 
second consecutive month. 

Lobar pneumonia, pulmonary tuberculosis and mumps 
were reported above the five-year average. 

Typhoid fever showed record low incidence for the 
second consecutive month. 

Chickenpox, scarlet fever and tuberculosis (other forms) 
were reported above the five-year average. 

The incidence of undulant fever was not remarkable. 

The reported incidence of dog bite showed record high 
figures both for this and any other month ever recorded. 
Several cases of animal rabies were reported throughout 
the state. Previously reported foci in Billerica, Methuen 
and Rowley were active. New foci were reported in 
Braintree and East Bridgewater. 





DURATION OF LIFE 
OF TUBERCULOSIS PATIENTS 


The courage of tuberculosis workers ebbs from time to 
time because progress is so fitful and slow. A popular 
writer bemoans the great lag between what we, as a peo- 
ple, know and what we actually apply in the phrase, “the 
frustration of science.” But that our efforts to improve 
conditions do ultimately yield fruit is attested by bits of 
evidence that come to light from time to time. Such 
evidence is furnished by a study reported by one of Eng- 
land’s noted tuberculosis specialists, Dr. G. Lissant Cox. 
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the duration of his life after that time. The period of 
illness before the Tuberculosis Officer’s examination was 
subdivided to show (a) how long the patient waited be- 
fore consulting his medical attendant and (b) how long 
he remained under his care before being referred to the 
Tuberculosis Officer. Such measurements were made for 
two selected years, 1920 and 1935, and compared. More 
than 200 consecutive cases were included in each year’s 
study. 


The investigation was made only of patients who had 
died of tuberculosis, which limited the inquiry to the 
more advanced cases. To put the question of diagnosis 
beyond doubt, only cases with tubercle bacilli in the spu- 
tum were included. These restrictions naturally excluded 
the more hopeful types of cases. The conclusions reached 
were that: 


1. The duration of illness, from the appearance of the 
first symptom to consultation with the Tuberculosis 
Officer, averaged 16.7 months for the 1920 group and 
12.5 months for the 1935 group. 

This reduction of 4.2 months’ delay was due to (a) 

earlier consultation with the family doctor and (b) more 

prompt reference of the patient to the Tuberculosis 

Officer. 

3. The 1935 group lived on an average of 9.1 months 
longer than the 1920 group after the initial examina- 
tion by the Tuberculosis Officer. 

4. The longer duration of life may be due to (a) ex- 
amination of the patient in an earlier stage, (b) better 
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Each interval represents one month 


Excerpts of his article, “Average Duration of Illness of 
Positive Sputum Patients” (M. Officer 59: 161-162, 1938), 


follow: 


For many years efforts have been made in Lancashire 
(England) to educate the public to seek medical advice 
as soon as certain symptoms of tuberculosis manifest them- 
selves. In an attempt to assess the value of such education 
the author, who is the Tuberculosis Officer of Lancashire, 
has measured the period of illness before the patient was 
examined for the first time by the Tuberculosis Officer and 


living conditions and (c) improved methods of treat- 
ment. It is not possible, however, to assess the value 
of modern methods of treatment as the investigation 
deals only with patients who died, taking no account 
of patients who are still under supervision or who 
have recovered. 


5. Efforts to encourage patients to seek treatment earlier 
have met with some success. The average delay was 
reduced by some 25 per cent.— Reprinted from Tu- 
berculosis Abstracts, August, 1938. 





CORRESPONDENCE 


THE NATIONAL HEALTH PROBLEM 


To the Editor: It must be apparent to all thinking peo- 
ple that the American public has become vitally interested 
in several important and immediate medical issues, the 
outcome of which is going to influence very materially 
the practice of medicine in this country. For one thing 
it is now perfectly clear that the people as a whole feel 
that they have the right to take a hand in the distribution 


of medical service, just as many years ago they took a 
hand in the distribution of educational instruction to the 
masses. 


While we take great pride in the advances which 
medicine has made and while most of us are convinced 
that in our locality good medical service is available to 
all no matter what their income level, we must be forced 
by the evidence that has been brought forward to admit 
that there are large sections of the country where the 
people simply cannot get medical service — where 60 per 
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cent of the children who die have never been seen by 
any doctor and where a large proportion of the births 
are not attended by a doctor. Under these conditions we 
must admit, whether we like it or not, that the health of 
the people has become the concern of the national govern- 
ment, and that the medical profession, if it is to maintain 
its position of leadership, must show a co-operative at- 
titude. 

Personally, I have thus far been unwilling to sign the 
now famous “Principles and Proposals,” partly because I 
did not like the way they were evolved and made public, 
partly because I felt they were in many respects poorly 
and loosely expressed, and partly because | definitely dis- 
agreed with certain of them. I am a firm believer in the 
independent practice of medicine where the doctor carries 
full responsibility for his own patients and is free to con- 
sult anyone he wishes without being bound to any small 
group. However, we must wake up to the fact that all 
over the country there are large groups of people of 
modest income who wish to pay for good medical care 
and who can do so only if the costs of the few major ill- 
nesses are distributed over the whole group. They are 
making honest attempts to do so either by hiring doc- 
tors of their own choosing who will accept salaries or by 
evolving insurance schemes for paying doctors whose 
services are individually engaged by the patient. 

So far, organized medicine through the American 
Medical Association has steadily opposed the formation 
of such groups and has finally found itself threatened by 
the Federal Government with prosecution under the Sher- 
man Act. It seems to me that it is high time for a change 
in the reactionary attitude of those in authority, and that 
they should withdraw their objections and give their ap- 
proval to co-operative ventures which are honestly run for 
the benefit of the members and which are honestly trying 
to furnish good medical service. If they continue their 
obstructive efforts, they are apt to find that as a body 
they have lost their position of leadership in medical 
thought, and their advice will not be sought in vital 
matters. 

By a strange coincidence, public attention has at this 
same time been focused on another medical event of 
major importance, the recent National Health Conference 
in Washington. In the membership of those invited to the 
conference one can already see evidence that organized 
medicine has lost prestige and that the advice of more 
liberal groups is being sought. 

At this conference certain concrete recommendations 
were put forth which are to form the basis for legisla- 
tion in the next congress. Here, it seems to me, is the 
opportunity for all liberal-minded physicians to convince 
their organized representatives of the necessity of an open- 
minded spirit of co-operation with the governmental 
authorities. These recommendations deserve most careful 
consideration by everyone. They have certainly been 
carefully drawn up. They have been divided into Recom- 
mendations I, II, III, 1V and V, which are increasingly 
“radical” with the numerical value. 

Most of us, I think, will seriously question the advis- 
ability of putting Recommendations IV and V into op- 
eration at the present time, and the committee itself has 
manifest doubt on this score. We should, however, get 
together behind Recommendations I, II and III, which 
call for the orderly extension of public-health service in 
certain well-recognized specific fields, including maternal 
and child welfare, and the building of hospitals in cer- 
tain regions. Let us notice particularly that the plan calls 
for a decentralized system, just as far as possible, and the 
use of local practitioners and consultants, thus preserving 
the present doctor-patient relation. It is quite clear that 
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those who drew up the recommendations have made every 
effort to have them conform to the standards of present 
‘medical practice. Let us, in our turn, respond by giving 
Recommendations I, II and III our whole-hearted support, 
and let us at least debate open-mindedly Recommenda- 
tions IV and V. 

James H. Townsenp. 


319 Longwood Avenue, 
Boston. 


NOTICES 


WORCESTER MEDICAL LIBRARY, 
INCORPORATED 


The Worcester Medical Library, Incorporated, will be 
closed during the two weeks before Labor Day — August 
19 through September 6. However, the rooms will be 
opened on request and anyone needing access to the 
library files should communicate with Dr. Roy J. Ward, 
chairman, Board of Directors, 








REMOVAL 


WERNER Mutter, M.D., announces the removal of 
his office to 412 Beacon Street, Boston. 





SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistricT FOR THE WEEK BEGINNING 
Monpay, Aucust 22 


Tuespay, Aucusr 23 
*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 


Fripay, Aucust 26 
*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 
Saturpay, Aucust 27 
*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Marshall N. Fulton. 





*Open to the medical profession. 





SertemBer 12-14 — American Association for the Study of Goiter. Page 
545, issue of March 24, and page 145, issue of July 28. 

SepremBer 12-15 — American Congress of Physical Therapy. Page 946, 
issue of June 2. 

SeptemMper 19-22 — Congress of the International Society of Surgery. 
Page 180, issue of August 4. 

SepremBer 19-23 — American Association of Railway Surgeons. Page 181, 
issue of August 4. 

SerremBer 26 and 27 — Symposium on Occupational Disease. Page 145, 
issue of July 28. 


Octoser 7 and 8 — Conference on Rural Medicine. Page 180, issue of 
August 4. 
Ocrosex 8 and Novemser 15 — American Board of Ophthalmology. Page 


282, issue of February 10. 

Ocroser 17 and Fesruary 20, 1939— American Board of Internal Medi- 
cine, Inc. Page 216, issue of August 11. 

Ocroser 17-21 — Clinical Cengress of the American College of Surgeons, 
New York City. 

Ocroser 24-26 — Academy of Physical Medicine, Scientific Session. Wash- 
ington, D. C. 

Octoser 24 - Novemser 4 — Graduate Fortnight of the New York Academy 
of Medicine. Page 181, issue of August 4. 

November 5 — American Board of Obstetrics and Gynecology. Page 145, 
issue of July 28. 

Marcu 27-31, 1939— American College of Physicians. Page 36, issue 
of July 7. 


BOOKS RECEIVED FOR REVIEW 


Pathological Technique: A practical manual for work- 
ers in pathological histology including directions for the 
performance of autopsies and for microphotography. 
Frank B. Mallory. 434 pp. Philadelphia and London: 
W. B. Saunders Company, 1938. $4.50. 

Clinics on Secondary Gastro-Intestinal Disorders; Re- 
ciprocal Relationships. Julius Friedenwald, Theodore H. 
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Morrison and Samuel Morrison. Baltimore: Wiiliam Wood 
& Company, 1938. $3.00. 


The Foot. Norman C. Lake. Second edition. 366 pp. 
Balumore: William Wood & Company, 1938. $4.50. 


Handbook of Practical Bacteriology: A guide to bac- 
teriological laboratory work. T. J. Mackie and J. E. 
McCartney. Fifth edition. 586 pp. Baltimore: William 
Wood & Company, 1938. $4.00. 


A BC of the Vitamins: A survey in charts. Jennie 
Gregory. 93 pp. Baltimore: The Williams & Wilkins 
Company, 1938. $3.00. 


Glaister’s Medical Jurisprudence and Toxicology. Edited 
by John Glaister. Sixth edition. 747 pp. Baltimore: 
William Wood & Company, 1938. $8.00. 


Illustrations of Anatomy for Nurses. E. B. Jamieson. 
62 pp. Baltimore: William Wood & Company, 1938. 
$3.00. 


Diseases of the Skin: For practitioners and students. 
George C. Andrews. Second edition. 899 pp. Phila- 
delphia and London: W. B. Saunders Company, 1938. 
$10.00. 

Virus Diseases and Viruses. Patrick P. Laidlaw. 52 pp. 
Cambridge: University Press, 1938. 90c. 


Outline of Roentgen Diagnosis: An orientation in the 
basic principles of diagnosis by the roentgen method. Leo 
G. Rigler. Exclusive text edition. 212 pp. Philadelphia, 
London, Montreal and New York: J. B. Lippincott Com- 
pany, 1938. $6.50. Student edition $3.00. 


The Vitamins and Their Clinical Applications: A brief 
manual. W. Stepp, D. Kihnau and H. Schroeder. 173 pp. 
Milwaukee: The Vitamin Products Company, 1938. $4.50. 


Aids to Bacteriology. William Partridge. H. W. Scott- 
Wilson. Sixth edition. 300 pp. Baltimore: William 
Wood & Company, 1938. $1.50. 


Aids to Biochemistry. E. A. Cooper and §. D. Nicholas. 
Second edition. 213 pp. Baltimore: William Wood & 
Company, 1938. $1.50. 


Aids to Embryology. Richard H. Hunter. Third edition. 
178 pp. Baltimore: William Wood & Company, 1938. 
$1.25. 

Fevers for Nurses. Gerald E. Breen. 199 pp.  Balti- 
more: William Wood & Company, 1938. $2.00. 


Clinical Roentgenology of the Digestive Tract. Maurice 
Feldman. 1014 pp. Baltimore: William Wood & Com- 
pany, 1938. $10.00. 

The Harvey Lectures: Delivered under the auspices of 
the Harvey Society of New York, 1937-1938. Series 
XXXIII. 275 pp. Baltimore: The Williams & Wilkins 
Company, 1938. $4.00. 


Medicine for Nurses. C. Bruce Perry. 210 pp. Balti- 
more: William Wood & Company, 1938. $2.00. 


Adventures in Respiration: Modes of asphyxiation and 
methods of resuscitation. Yandell Henderson. 316 pp. 
Baltimore: The Williams & Wilkins Company, 1938. $3.00. 


The American Illustrated Medical Dictionary: A com- 
plete dictionary of the terms used in medicine, surgery, 
dentistry, pharmacy, chemistry, nursing, veterinary sct- 
ence, biology, medical biography, etc., with the pronuncia- 
tion, derivation, and definition. W. A. Newman Dorland. 
Eighteenth edition. 1607 pp. Philadelphia and London: 
W. B. Saunders Company, 1938. $7.50. 
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Celsus: De Medicina. With an English translation by 
W. G. Spencer. Vol. 1— 499 pp., Vol. 2— 292 pp., 
Vol. 3—457 pp. Cambridge: Harvard University 
Press, 1938. $2.50, cloth; $3.50, leather. 


The first volume of Dr. Spencer’s excellent translation 
ot De Medicina of Celsus has been extensively reviewed in 
the Journal (213:991, 1935). The second and third vol- 
umes of the Loeb Classical Library edition cover Books 
V, VI, VII, and VIII of De Medicina with notes, a list of 
chapter headings, parallel passages in Hippocrates and 
Celsus, an index of proper names and a general index. 
The high standard of both scholarship and readability 
set by the previous volume has been maintained. 





Child Care and Training. Marion L. Faegre and John E. 
Anderson. Fourth edition, revised. 327 pp. Minneap- 
olis: The University of Minnesota Press, 1937. $2.50. 


Of the numerous books available to parents on the man- 
agement of children this is without doubt one of the very 
best. It may be recommended without hesitation. The 
treatment is comprehensive, the presentation simple and 
clear, and the psychology sound. And it furnishes not 
only adequate backgrounds but a surprising number of 
questions are specifically answered concerning growth 
and development, general care, habits, discipline, the dis- 
eases of childhood, and even the child’s books and read- 
ing. The up-to-date bibliographies further enhance the 
value of the book. 





The Heart in Pregnancy. Julius Jensen. 371 pp. St. Louis: 
The C. V. Mosby Company, 1938. $5.50. 


This book, according to the preface, represents the at- 
tempt of a man to review the literature of the world con- 
cerning an assigned subject — the heart in pregnancy. As 
a bibliographical source book it should prove a useful guide 
to students of the subject. It does not pretend to offer any 
significant original contributions. As a review it lacks the 
color which a more critical analysis would have given. 
In an apparent effort to be complete, the author has dusted 
off a good deal of material which might just as well have 
lain forgotten. For instance, the enormous European 
literature of the 1870's on the bradycardia of the puer- 
perium seems rather vain at the moment, and one finds 
it difficult to interest oneself in how various men — only 
names now, most of them—in France, Germany, Italy 
and England felt on such a dull subject. However, all 
the important literature is presented for the interested 
seeker. 





The Occupational Treatment of Mental lilness. John 1. 
Russell. 231 pp. Baltimore: William Wood & Com- 
pany, 1938. $2.50. 


This book by a superintendent of an English mental 
hospital gives an excellent résumé of various types of oc- 
cupation which may be used as a form of treatment for 
patients with mental illnesses. Although the book is writ- 
ten distinctly from an English point of view,—even a 
list of English firms where materials can be procured is 
appended, — the book ought to have some interest for 
American readers. Of particular value are the illustra- 
tions showing the exact nature of the various occupa- 
tions, such as woodwork, basketry, brushmaking, book- 
binding, and so forth. The book is well written and 
clearly documented. 
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Clinical and Experimental Investigations in Agranulocy- 
tosis: With special reference to the etiology. Preben 
Plum. 410 pp. Copenhagen: Nyt Nordisk Forlag; 
London: H. K. Lewis & Co., Ltd., 1937. 18/-. 


This extensive monograph deals with all aspects of agran- 
ulocytosis. There is an excellent historical introduction 
and a critical analysis of the early literature of the disease. 
Plum’s conclusion from a study of the literature and from 
his own material that the disease was very rare prior to 
1928 is in accord with the findings of the majority of work- 
ers in this field. 

His conclusion that true agranulocytosis is extremely 
rare in children is heartily endorsed by this reviewer and 
the charts illustrating the age distribution of those condi- 
tions which may, superficially, simulate the disease are 
particularly illuminating and valuable. The statement 
that “the typical picture of agranulocytosis . . . is encoun- 
tered as a rule only in those patients who have passed the 
point where recovery is possible” is certainly open to ques- 
tion and serves only to give rise to unwarranted pessimism 
in regard to the outcome of the disease. 

The symptoms and physical signs are dealt with in a 
somewhat cursory manner. The very important compli- 
cations which not infrequently occur during convalescence 
and which may require most energetic treatment are 
given but scant attention considering the size of the mono- 
graph. 

The pathological changes in the bone marrow are de- 
scribed in a somewhat confused manner. There are a 
number of good, colored photographs of individual bone- 
marrow cells and several rather poor photographs of the 
bone marrow in agranulocytosis and leukemia. 

The etiology of the disease is discussed in great detail, 
and the author concludes that in Denmark, at least, 
amidopyrine is the main etiologic factor. The data on 
which this conclusion is based are complete and apparent- 
ly accurate, and one cannot help concurring with the 
author. His work on the reproduction of the disease in 
man by amidopyrine is original and excellently described, 
with appropriate charts. He lays but little stress, however, 
on other drugs which frequently produce the same effect, 
such as Novaldin, Allonal, Causalin, dinitrophenol, and the 
like. This fact is to be particularly deplored since drugs 
of great potential danger are disguised under so many 
trade names. 

In the matter of treatment, the author’s critical sense 
seems to have entirely deserted him. Concerning his own 
material he says that though his own cases were “sub- 
mitted to energetic treatment, no definite conclusions can 
be drawn about the effectiveness of any of the therapeutic 
agents here employed.” This is not surprising in view 
of the fact that no less than sixty-seven different drugs 
were used on his 89 cases, including amidopyrine, Cibalgine 
and a number of other compounds which might well have 
accentuated the pathologic process already present or viti- 
ated the potency of any remedial measures that had been 
instituted. 

The author states that 6 patients were treated with 
Pentnucleotide “for two days or more.” “The remaining 
16 patients who received it died,” he adds, “within the 
ensuing twenty-four hours.” A somewhat more careful 


analysis of Plum’s own records, however, shows that 24 
cases received Pentnucleotide for a period of two days 
or more. In only 3 of these, however, were adequate doses 
given and all 3 recovered. In the remainder, the average 
total dose was but 35 cc., an entirely inadequate amount. 
Liver extract, transfusions, x-ray therapy and glandular 
therapy were indiscriminately used in many cases. 


One 
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gains the impression that the author attempted to use 
as many drugs in twenty-four hours as time would permit. 


_ It is indeed impossible to conclude anything whatever 
from the cases presented as to the therapeutic efficiency 
of any drug used. This will be evident from a considera- 
tion of such cases as No. 65 in which within a period of 
three days there was administered antistreptococcal serum, 
liver extract, prolan, thyroxin, Thymopitusol, Nucleoton, 
Metatone, Cibalgine, amidopyrine, diallyl-barbituric acid, 
aspirin, atropine, adrenalin, camphor and Nicordamin. 

As a historical review of the disease and as an analysis 
of the evidence for amidopyrine being of etiologic impor- 
tance, the monograph is excellent. From the point of 
_ of the clinical picture and therapeusis, it is of less 
value. 


A Practical Guide to Massage. C. Irene Carpenter. 127 
pp. Baltimore: William Wood & Company, 1937. 
$2.00. 


The title of this book implies that it teaches how to 
give massage properly. One who has never studied this 
art and who is desirous to acquire a knowledge of its 
theory and practice is liable to purchase a copy of the book. 
Disappointment will follow, for in the preface the author 
states: “The aim of the book is to indicate the relation 
of certain physiological and anatomical, and perhaps other 
facts —the knowledge of which is essential to the rea- 
sonable practice of massage —to the different forms of 
massage. Since no attempt will be made to describe the 
precise methods of application it is taken for granted that 
the technic is familiar to the reader.” If a technical 
knowledge of massage is presupposed and the aim is as 
stated above, then the title of this book is a misnomer. 
The author is true to her aim throughout. 

The first part of the text treats such topics as connec- 
tive tissues, skin, muscles, nerves, purpose of movement, 
blood and lymph, metabolism, heart and circulation, 
respiratory system, digestive tract, spinal cord and spinal 
nerves, and pain and fear. There are seven diagrams 
which do not aid materially in illustrating the text. What- 
ever references are made to massage seem to be merely 
incidental to other considerations. 

The second part concerns primarily the movements of 
massage and their effects, including petrissage, effleurage, 
tapotment, and passive and active movements. Why active 
assistive motion was left out is a mystery; it would seem 
that it forms a very important part in the restoration of 
function. The rest is given to “special treatment,” such 
as that of joints, spastic muscles, spine, abdomen and face. 
The entire part contains one diagram. 

The third part takes up “some typical medical condi- 
tions for which massage and the allied treatments are pre- 
scribed.” The following are some of the topics: abdom- 
inal disorders; bone disorders; circulatory obstructions in- 
volving heart affections; joint conditions; muscular in- 
flammation; neuritis; nutritional conditions; paralysis; 
postural conditions; and rheumatic conditions. Each one 
of these captions is naturally subdivided into smaller 
groups. Credit must be given to the author for not wasting 
space and words. Brevity dominates her style through- 
out. 

The author cannot be accused of overindulgence when 
she allows a page and a half to the discussion of frac- 
tures. Nor did she use her best sense of proportion in 
merely mentioning the name of such an important sub- 
ject as anterior poliomyelitis. 
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The Practice of Urology. Leon Herman. 923 pp. Phila- 
delphia and London: W. B. Saunders Company, 1938. 
$10.00. 


As stated in the preface, this book is a treatise compris- 
ing the very extensive clinical experience of the author, 
and as such it is a highly commendable publication. The 
arrangement of subjects is neither entirely on an anatomi- 
cal nor on a clinical basis and therefore is somewhat con- 
fusing. The book is profusely illustrated, many of the 
illustrations being very well executed drawings. 

Unfortunately the text is not of the same quality as the 
illustrations. In many places it is very loosely written. 
Fine type is used indiscriminately, often leaving the reader 
in doubt as to whether the material is so set forth be- 
cause of its lesser importance or because of its need of 
emphasis. Frequently the paragraph headings in heavy 
type in no way apply to the text which immediately fol- 
lows. In many places the text is ambiguous: as for in- 
stance in the discussion of renal and perirenal infections 
one meets with the statement, “Perirenal abscesses sec- 
ondary to pelvic suppuration are usually insidious in de- 
velopment and are rarely recognized until a palpable 
tumor mass develops in the renal area.” Of course this 
leaves the reader quite uncertain as to whether the renal 
pelvis is referred to, or possibly the pelvic organs of 
women. Again, there are many loose statements with 
which most urologists will take issue, such for instance as 
the following: “Gonorrheal infection of the urethra pre- 
disposes to renal tuberculosis indirectly by predisposing to 
genital tuberculosis.” 

For the general practitioner and surgeon already at least 
partly familiar with the diseases discussed, the book will 
be of distinct value, especially on account of its most in- 
teresting illustrations. In its present form, however, it is 
distinctly not a book to be put into the hands of the medi- 
cal student. 


Tuberculosis Among Children and Young Adults. 
J. Arthur Myers. Second edition. 401 pp. Springfield, 
Illinois, and Baltimore: Charles C Thomas, 1938. 
$4.50. 


This —an expansion and revision of the author’s Tw- 
berculosis Among: Children, published in 1930—is a 
valuable monograph on a subject of prime importance. 
And it is most timely. Many of the older points of view 
regarding tuberculosis have become completely outdated, 
and facts which eight years ago were merely conjecturable 
have been since fully established by research. “The course 
of the disease,” as Myers himself puts it, “is now clearly 
charted; the evolution of the tubercle is the same what- 
ever the age period; and the only variation in the rein- 
fection type of the disease, as far as age is concerned, is 
that of incidence. Hence, an understanding of it as it oc- 
curs in children is the basic understanding of the dis- 
ease, itself.” Though there remain certain controversial 
points which may take time in clearing, it is evident that 
a sound working knowledge of tuberculosis already ex- 
ists, and even as matters stand at present there is reason- 
able hope of controlling the disease. 

Dr. Myers’s long experience at Lymanhurst qualifies 
him to speak as an expert, and his exposition is complete, 
clear and satisfactory in all respects. It would be well 
for every medical student to read it, and every physician 
who may encounter tuberculosis in his practice. 

The book is clearly printed on good paper, and the 
indices and bibliographies, as well as the text, are excel- 
lent. The illustrations are perhaps open to criticism; some 
of the reproductions of roentgenograms of the chest 
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measure only 2 by 2 inches —too small for study except 
by the expert. 





Practical Otology, Rhinology and Laryngology. Adam E. 
Schlanser. 315 pp. Philadelphia: Lea & Febiger, 1938. 
$4.50. 


The problem of what material to include in a book 
specifically titled as “practical” is not easily solved. Of 
prime importance is the class of reader for whom the book 
is intended. The present volume leaves one in doubt as to 
whether the army and civilian practitioners cited in the 
preface are to be otorhinolaryngologists or general physi- 
cians for whom this special field occupies only a portion 
of their activities. For the former the chapters dealing 
with operative nasal and laryngeal surgery will prove of 
value; for the latter the lack of instruction in fundamen- 
tals will render the book a disappointment. 

Details of the technic of laryngectomy seem out of place 
in the absence of an illustration of how to make a mirror 
examination of the larynx. Such common procedures as 
tonsillectomy and myringotomy pass entirely unillustrated. 
Indeed, with the exception of the section — containing 
thirty of the eighty cuts — on nasal deformities, with which 
the author has obviously had extensive experience, one is 
impressed by the scarcity of illustrations throughout the 
entire book. To treat bronchoscopy in ten unillustrated 
lines seems hardly to do justice to the subject. 

Greatly to be commended is the author’s arrangement 
of material by symptoms and complaints, with discard of 
the hidebound textbook formula, still adhered to by so 
many authors. Freer illustrations of the pathologic le- 
sions of the tympanic membrane and larynx would have 
added much to the value of this book. Written by an army 
surgeon, the book stresses conditions most likely to be seen 
in peace-time military practice and hence will prove to be 
of value particularly to those engaged in this field of 
medicine. 





The International Medical Annual: A year book of treat- 
ment and practitioner's index. Edited by H. Letheby 
Tidy and A. Rendle Short. 615 pp. Baltimore: Wil- 
liam Wood & Company, 1938. $6.00. 


The material covered in the 1938 review is very similar 
to that which has appeared in the past. The same high 
standard of contributions is maintained. There are an 
excellent review on Prontosil and the sulfonamides, arti- 
cles on zinc protamine insulin, and new material on dis- 
eases common to animals and man. The surgical, ortho- 
pedic and genitourinary sections are well kept up. Although 
the book is for the general practitioner and is considered 
a medical annual, there are few articles on neurology 
and psychiatry — subjects of which a working knowledge 
should be easily available to physicians. 





The Pituitary Gland: An investigation of the most recent 
advances. The proceedings of the Association for 
Research in Nervous and Mental Disease, New York, 
December 28 and 29, 1936. Edited by Walter Timme, 


Angus M. Frantz and Clarence C. Hare. 764 pp. 
Baltimore: Williams & Wilkins Company, 19338. 
$10.00. 


This, the seventeenth volume of a series of publications 
comprising papers read at the annual meeting of the As- 
sociation for Research in Nervous and Mental Disease, 
1936, is, as usual, a timely book. The most recent ad- 
vances on the pituitary gland are covered by a series of 
well-known authors, all of whom have contributed to our 
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knowledge of this structure. It is, by far, the outstanding 
book on the subject and should be widely used. Not only 
are the anatomy and physiology of the gland considered, 
but there is a section on such practical medical subjects as 
pituitary disturbances in relation to personality, migraine, 
Cushing’s syndrome, Simmonds’ disease and the more 
common pituitary tumors and their manifestations. Finely 
illustrated and well indexed, this book is one of extreme 
merit. 


Hemorrhoids. Marion C. Pruitt. 170 pp. St. Louis: The 
C. V. Mosby Company, 1938. $4.00. 


This book is devoted entirely to a consideration of the 
anatomy, diagnosis, symptoms and treatment of the vari- 
ous types of hemorrhoids. The author published in 1931 
an excellent textbook of about 400 pages entitled Modern 
Proctology. This present book, with 73 illustrations, am- 
plifies the chapter dealing with hemorrhoids in the pre- 
vious publication. The first five chapters contain general 
information of value in the consideration of all rectal 
diseases — anatomy, embryology, physiology, methods of 
examination, instruments and anesthesia. 

The author advocates no one method of anesthesia, 
though he does a great deal of work with local infiltra- 
tions of a 1:1000 solution of Nupercaine, in amounts up to 
50 cc. His classification of hemorrhoids conforms closely 
to other commonly accepted classifications. Differential 
diagnosis from other anal conditions is given in concise 
form, with illustrations of the conditions with which 
hemorrhoids may be confused. Treatment of thrombosed 
external hemorrhoids is rightly described as entirely sur- 
gical. 

The injection treatment of internal hemorrhoids is 
historically reviewed and given the author’s approval. He 
prefers a solution of 12 per cent phenol in glycerin and 
water. For surgical removal of internal hemorrhoids he 
employs a ligation and excision operation, without suture 
of the base of the lesion. The electrical treatment of in- 
ternal hemorrhoids is condemned on the basis of the diffi- 
culty of regulating the depth of coagulation of the 
tissues. 

The book is extremely interesting and unusually well 
illustrated and covers the subject completely. 


Heart Disease in- General Practice. National Medical 
Monographs. Paul D. White. Edited by Morris 
Fishbein. 338 pp. New York: National Medical 
Book Company, Inc., 1937. $3.00. 


To encompass a subject as broad as heart disease within 
a single voluime is difficult enough, but to do it adequately 
in a small book for the general practitioner has seldom, if 
ever, been successful. The smaller the book, the harder it 
becomes to preserve the important truths unmutilated by 
the eliminations. The keenest sort of discrimination is re- 
quired for such a task, and at the same time, great care 
must be taken not to be left with a mere lifeless outline 
without “reader interest.” Dr. White has achieved the 
apparently impossible by writing a very readable book 
which covers the subject adequately for the man in gen- 
eral practice. A novel feature is the use of the interroga- 
tory form for subject headings, for example, instead of 
“The Treatment of Cardiovascular Syphilis” one finds 
“How Should One Treat Cardiovascular Syphilis?” The 
effect is that of a dialogue between student and teacher 
which successfully enlivens the subject. The book is 
well illustrated, and a good index makes it handy for 
reference. 
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Orthodiascopy: An analysis of over seventeen hundred 
orthodiascopic examinations. Chester M. Kurtz. 247 
pp. New York: The Macmillan Company, 1937. 
$3.50. 


Although the United States has been somewhat laggard 
in utilizing roentgen-ray technics in the examination of 
the heart and aorta, two excellent books on the subject have 
been published in this country during the last year. One 
of these, by Hugo Roesler, formerly of Vienna, represents 
the fruition of the work of the Continental clinics that 
pioneered in the field. The other is Dr. Kurtz’s book, a 
native American product grown in the good Wisconsin 
soil first cultivated by Eyster and Hodges fifteen years 
ago. Dr. Kurtz is a cardiologist, not a roentgenologist, 
and throughout the book he has taken pains to discuss 
the method in its relation to other methods of exam- 
ination. Although thoroughly practical in its approach 
the book contains a good deal of valuable original materi- 
al including the cardiac measurements on five hundred 
normal individuals, which furnish an excellent back- 
ground against which the abnormal hearts are compared. 
Another interesting feature is the use of the statistical 
method for expressing the probability of whether a given 
departure from a mean normal cardiac measurement will 
be found in a normal heart or not. This method should 
be valuable in expressing the significance of other labora- 
tory findings where the boundary line between normal 
and abnormal is not sharp. The author decries the con- 
tinued use of the cardiothoracic ratio, 


Total transverse diameter of heart 


Internal diameter of thorax 





as an indication of heart size, and marshals convincing 
evidence for the superiority of the frontal area of the 
cardiac silhouette in separating the normal from the ab- 
normal. In a book of this sort it is particularly interest- 
ing to find a paragraph devoted to the defense of percus- 
sion of the heart which the author fears is becoming a 
lost art, but which he feels can be brought to a high de- 
gree of accuracy, if repeatedly checked by roentgen-ray 
measurements. Dr. Kurtz has made a very valuable con- 
tribution to the field of cardiac mensuration. 


Traitement des Constipations Fonctionnelles. Gabriel 
Leven and Roland Leven. 88 pp. Paris: Masson et 
Cie, 1938. 15 Fr. fr. 


This short treatise is a sort of general clinical lecture 
on the subject of constipation and is presented in a very 
simple and convincing manner. A number of brief clini- 
cal experiences are interspersed to indicate the large va- 
riety of cases in which the authors’ regime has been 
successful and, incidentally, to illustrate the importance of 
having the courage of one’s convictions in carrying out the 
routine which they outline. 

The treatment recommended is based on the assump- 
tion that almost all constipation is spastic rather than 
atonic. This the writers believe to be true even in cases 
of visceroptosis of redundant colon and of other organic 
conditions (except hyperthyroidism) often considered to 
be accompanied by decreased intestinal tone. The 
usual regimes prescribed for constipation, namely high- 
residue diets, laxatives and large enemas, tend to irritate 
the intestinal mucous membrane and thus increase spasm 
and create a vicious cycle—and, incidentally, give rise 
to hemorrhoids and rectal fissures, which increase the dif- 
ficulties still further. Inasmuch as the success in applying 
the authors’ regime depends on reassurance that serious 
symptoms do not arise as a result of absence of bowel 
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movements, a great effort is made to convince the reader 
that true “auto-intoxication” does not occur. This is 
done partly by referring to animal experiments on the re- 
injection of filtrates of the contents of various parts of the 
bowel but chiefly by quoting clinical experiences. The 
authors cite numerous cases in which patients went for 
more than twenty-five days without a bowel movement 
and no untoward symptoms resulted. Indeed, at the end 
of such prolonged periods, all the cases had normal and 
spontaneous bowel movements and thereafter were com- 
pletely cured. Of course, for purposes of reassurance of 
both physician and patient, if no movement occurs within 
five or six days, the large bowel is visualized with a 
barium enema to ascertain the absence of organic obstruc- 
tion. 

The essentials of the authors’ regime consist of the fol- 
lowing: (1) reassurance of the patient and education in 
good regular habits of going to stool; (2) a nonirritating 
diet with little or no residue; (3) the use of bromides and 
bismuth to reduce internal spasm; (4) avoidance of 
laxatives and large enemas (small low enemas are per- 
mitted during the early part of the treatment); (5) ex- 
ercises to strengthen the abdominal and respiratory mus- 
cles. | Excesses, particularly alcoholic indulgences, are 
avoided. Thyroid substance is recommended in cases 
suspected of having hyperthyroidism, and pituitrin is 
frequently used to increase intestinal tone if necessary. 
The authors recommend to those with ptosis or with a 
redundant colon the use of abdominal support during the 
early part of the treatment. At the end of the volume 
they illustrate, with excellent diagrams, the application of 
simple abdominal binders. For the relief of hemorrhoids 
and renal fissures the authors have accidentally stumbled 
on the use of suppositories of sodium cacodylate in a 
cocoa-butter base and have had excellent results with this 
remedy. 


Al Manual of Tuberculosis: For nurses and public health 
workers. E. Ashworth Underwood. Second edition. 
404 pp. Baltimore: William Wood & Company, 1938. 
$3.25. 


tn the first edition of this book published in 1931, the 
author pointed out the steady growth of tuberculosis serv- 
ices extending into the field of nursing and the desirabili- 
ty of a special book on this subject. It was felt at the ume 
that this book coming from English sources was a valu- 
able contribution to the subject. The book has been wide- 
ly used, particularly as a text for nurses preparing for ex- 
amination. The present edition is somewhat extended so 
that it forms a valuable manual for hospitals and dis- 
pensaries. There is added material with new illustrations. 
The book can be highly recommended. 


Medico-Legal Aspects of the Ruxton Case. John Glaister 
and James C. Brash. 284 pp. Baltimore: William 
Wood & Company, 1937. $6.00. 


This volume deals with a recent homicide case which 
is of special interest to members of both the medical and 
legal professions who are concerned with forensic medi- 
cine. It covers in detail anatomical, radiographic, patho- 
logical and medicolegal investigations co-ordinated by va- 
rious medical experts to complete a perfect case. The 
identification of two mutilated bodies, with a further at- 
tempt to remove all identifying features, represents a re- 
markable investigative piece of work. Chapters dealing 
with the medical testimony of various experts and the 
summation of the medicolegal points by the presiding 
justice are of particular interest. 
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The many illustrations clearly illuminate the subject 
matter, and the bibliography is complete. No previous 
criminal case has been so well described, and the applica- 
tion of modern scientific tests therein makes the volume 
a guide for that type of medicolegal investigation. 


The Chemistry of the Sterids. Harry Sobotka. 634 pp. 
Baltimore: The Williams & Wilkins Company, 1938. 
$8.50. 


The text of this book furnishes a much-needed com- 
pendium of sterols and steroids. The book treats of the 
history, methods and results of structural investigations of 
these substances. The original experiments of Mauthner, 
Windaus, Wieland and their contemporaries have formed 
the basis from which the cyclo-penteno-phenanthrene 
formulas were developed. The synthesis of genuine 
steroids has not as yet been accomplished, but the collection 
of data heretofore published has been most amply sum- 
marized and systematized in this work. A _ classified 
catalogue is introduced which will serve as a most useful 
supplement to Beilstein’s handbook of organic chemistry. 
The carcinogenic hydrocarbons of steroid structure and 
their derivatives are most splendidly arranged in this 
text. The book is recommended most highly to all 
those engaged in biochemical investigations. It is well to 
mention that there is a most stimulating chapter on the 
methods of structural research —in itself an important 
step in elucidating the nature of sterids. 


Le Phénoméne de la Guérison dans les Maladies Infec- 
tieuses. F. dHerelle. 414 pp. Paris: Masson et Cie, 
1938. 75 Fr. fr. 


This volume is the third comprehensive review in 
French of the world’s foremost authority and most per- 
sistent worker on the subject of bacteriophage. The 
author summarizes, in a more systematic and compre- 
hensible manner than in the previous monographs, the 
evidence for his views on the subject and brings up to 
date his experiences and the accumulated data. 

The first part of the book consists of a brief but intel- 
ligible presentation of the various aspects of the bac- 
teriophage phenomenon. The second part is a new de- 
parture from his previous work in that it deals systemati- 
cally with the practical aspects of bacteriophage in various 
specific conditions. This part begins with a chapter on 
the relation of bacteriophage to immunity and to recovery 
from infectious diseases. There follow sections dealing 
with the application of this phenomenon in the recovery 
from a large variety of specific infectious diseases, acute 
diseases of varying etiology and certain surgical infections. 
Finally, there are chapters dealing with an interpretation 
of the genesis and decline of certain epidemics and epi- 
zootics which are oriented around this phenomenon. The 
practical use of bacteriophage in individual and in mass 
prophylaxis, as well as in the treatment of individual 
cases and in the control of large outbreaks of various spe- 
cific bacterial infections, is also detailed. 

The two final sections outline the practical methods for 
the preparation of various therapeutic bacteriophages and 
the determination of antiphages in blood serum. 

There is a well-arranged and complete table of contents, 
supplemented by an alphabetical index. The bibliography 
contains most of the important contributions to the sub- 
ject which have accumulated since 1925. Unlike most 
French works, this one contains a more liberal proportion 
of references to work done by writers from other 
countries. 


The book is written in a simple style. It should prove 
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to be a useful work of reference to laboratory and public- 
health workers and to clinicians interested in the treat- 
ment of infectious diseases. 


Symptoms of Visceral Disease: A Study of the vegetative 
nervous system in its relationship to clinical medicine. 
Francis M. Pettenger. Fifth edition. 442 pp. 
St. Louis: The C. V. Mosby Company, 1938. $5.00. 


This book, first issued in 1919, is now in its fifth 
printing. In the present edition the author has dealt with 
the subject of visceral pain in a separate chapter and there 
have been a number of other additions to the text. This 
work attempts to cover the field of visceral neurology 
as applied to clinical medicine, and the reflexes which 
indicate diseases of the viscera are clearly depicted. The 
author, however, has not kept up to date with one of the 
most active fields of physiology. Very few references are 
given after 1920 and the book is not of much value in 
estimating the advances in the subject in the last decade. 
There is, furthermore, a lack of thoroughness in the evalu- 
ation of the whole subject, which places the book in an 
inferior position and, although useful as a text in its 
earlier editions, it has now been surpassed by other pub- 
lications. 


Athletic Injuries: Prevention, diagnosis and treatment. 
Augustus Thorndike, Jr. 208 pp. Philadelphia: Lea 
& Febiger, 1938. $3.00. 


Dr. Thorndike has contributed a very handy textbook 
for use by those occupied in the medical care of athletic 
groups, be they educational or occupational. He has 
possibly used too much of his text for presenting his 
findings at Harvard University, at the expense of details 
in treatment in general; however, his experiences at that 
institution have given to the book that well-recognized 
touch which is only the product of one who knows by 
having seen and done. 

His ingenious treatment for sprains —cold—is revo- 
lutionary; it upsets the long-taught adage that one should 
use alternate hot and cold soaks. The chapters on 
sprains, strains and contusions give excellent methods of 
diagnosis and treatment in a compact and helpful way. 
Anyone except perhaps the orthopedic surgeon will profit 
by the chapter on the examination and treatment of knee 
injuries; the same applies to that on the ankle. The idea 
of compression with sponge rubber is a good tip for us 
all. 

The illustrations are excellent, and all teach a lesson. 
The text is well handled and brief. There is a good 
bibliography. The book will prove a boon to the athletic 
groups of colleges, factories and camps and to the general 
practitioner. 


Hernia: Anatomy, etiology, symptoms, diagnosis, differen- 
tial diagnosis, prognosis, and the operative and injec- 
tion treatment. Leigh F. Watson. Second edition. 
591 pp. St. Louis: The C. V. Mosby Company, 1938. 
$7.50. 

The first nine chapters of the second edition of this book 
are given over to history, general considerations and 
anesthesia. Over 100 pages are then devoted to inguinal 
hernia, of which about two thirds deal with the operative 
treatment of the indirect and direct varieties. Halsted’s 
silk technic is emphasized. For the direct type the author 
favors the Downes’s operation and uses it “wherever 


possible.” 
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After reading this thorough and practical consideration 
of operative procedures, the surgeon must be indeed biased 
who will not be impressed with the author’s detailed 
presentation of the injection treatment. Watson has lid 
a wide experience with this method. His exposition of 
the subject covers 66 pages, carrying 143 illustrations and 
135 references to the literature. The selection of patients, 
contraindications, injection solutions, equipment, anatoni 
and technic, trusses, complications, and after-care are all 
adequately covered. He lists the twenty-two states in 
which industrial commissions at present grant the em. 
ployee the choice of radical operation or injection treat 
ment; the commissions of only twelve states demand 
operation. In Minnesota over 90 per cent of industrial 
hernias are treated by the injection method. 

Fifteen chapters are given to the consideration of femo- 
ral, umbilical, diaphragmatic and less usual forms of 
hernia. The final chapter on medicolegal aspects is high- 
ly informative. 

The volume contains a splendid double-column index 
The paper, type and illustrations are excel- 


of 30 pages. 
valuable addition to any 


lent. The book should be a 
surgeon’s library. 


Organization, Strategy and Tactics of the Army Medical 


Services in War. T. B. Nicholls. 372 pp. Baltimore: 
William Wood & Company, 1937. $4.00. 


Lt. Col. Nicholls rightly emphasizes the magnitude of 
the problems of the medical services in modern war, as 
well as the large organization in personnel and equip 
ment required to meet adequately such problems. His in 
troductory chapter touches on many points, such as, the 
number of casualties to be expected, their evacuation or 
withdrawal, and the difficulties which any medical service 
will face and be expected to solve. Rapid evacuation of 
these casualties is only one problem. Probably more im- 
portant, however, is the work of a medical service to 
“conserve the man power of the nation at war,” in return 
ing promptly to duty all possible casualties, and keeping 
fit all those in the army, both by advice and counsel to 
commanding officers. 

Part I, Chapter VII, on “Calculation of Casualties,” has 
suggestive and helpful remarks. A double-page table, 
based on Medical History of the War, gives names of bat- 
tles, strength of British forces engaged, and percentages 
of wounded and missing. To deal efficiently with 20,000, 
37,000 and 51,000 casualties within a week, calls for 
enormous resources. Part III, Chapters I, II and III, on 
“Strategy and Tactics,” is important. The medical officer 
must remember that “tactical requirements must be pre- 
eminent” so that the medical service takes second place 
in active conditions. The last part of the volume, given 
over to “Problems and Exercises,” although helpful to 
oficers of the Royal Army Medical Corps, is without 
maps and therefore not so useful to American students. 

The pages of this volume are too cut up in short para- 
graphs of single sentences. Undue emphasis is placed on 
too many trivial points. There are some careless inconsist- 
encies, such as “75 per cent of 11,000,000 sufferers were 
restored to their health and duties” (page 6) and “83 per 
cent of some 11,000,000 casualties | were restored| to their 
health and duties” (page 56). The frequent uses of ab- 
breviations, such as A.D.S. (advanced dressing station), 
W.W.C.P. (walking wounded collecting post), M.D.S. 
(main dressing station), Q.A.I.M.N.S. (Queen Alexander’s 
Imperial Medical Nursing Service), and so forth, un- 
familiar to American students, all make it difficult to 
follow. A general index adds to the value of the volume. 

















